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THE SdCIAt REAtlTY OF HYPERACTIVITY 

The woman, in her mid- thirties , seemed tired yet determined 
Thouc^h hot eloquent, she had an ample store of colorful and _ 
powerful phrases with which to relate her story. ^She^ spoke with 
intensity, smoking cigarette after cigarette and displaying an 
eagerness to tell us about her child and her life. 

She told us her story, a freewheeling account v/hich we came 
to see as a dramatic prototype of the more spartan and sanitized 
accounts we would encounter in structured interviews during _ the 
later part of the research. The words of this, parent provide a 
better introduction to the issues and controversies of hyper- 
activity than would a scholarly, dispassionate preamble. 

Her aceo"-it began with an answer to a question about the 
origin of her ebneern about her child: 

Us: Now, when and in what way did you come to 
the realization that there might be some sort of 
problem? 

Parent: Oh, about three months I would say. .. . 
...To start with he never slept more thai;i'^p 
hours--ever--from the time we brought him ho^ne from 

the hospital^ Rocking the floor with him would 

temporarily pacify him but, as soon as you stopped 
rocking, he would start. 

He was getting more than enough food for his 
size... he just didn^t seem to want to take any more, 
but he still did not sleep. And this V7as around the 
clock. I mean, by the time he was six months old 
he had never sle-pt for more than two hours at any 
given time. .Absolutely nothing held his interest for 
more than five minutes maybe- -maybe- -and then you 
really had to work at it you know. 

Needless to say by the time he was a year old 
and I had not had more than two hours sleep myself , 
at any given time I was a basket case. I allowed 
for colic; I allowed for spoiledj^ i xvent through 
the crying routine to let them cry it out- -nothing 
worked . 

Aii the time I was questioning the doctor at 
his monthly checkups. ...The frustrating part was 
that I was given all this: "Well you had hiiiL late 
in life and you have Older children that^s like 
four adults in the house." "He's very spoiled, 
you're just not find enough, you're too nervous. 
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you're making a moxontain, ybu_kridw." _ By^ the time 
the kid was a year old I really thought that I was 
a mental wreck and causing all this hassle. 

So then I began to hear--! didn* t read anything 
I had never heard of this before- -but I began to 
hear things about some kids are born this way, some 
kids are this way, it?s a sickness of some sort and 
you should ask your doctor about it. 

Us: Do you remember where you heard this? 

_ .Parent: Well., like from friends. I have a 
girlfriend. that had a kid who was just all over 
the house all the time. Morning, night and noon, 
you know, and she got. medicine for him. ...So any- 
way, I began to askthe doctor about it and I was 
constantly given this:_ "There ' s nothing ^-rrong with 
the kid, tt^s you, you know," jus t_coristantly , Well, 
by the time he was 18 months old I mean^ you know, 
when i did sleep I slept sitting up because then 
I didn't sleep even as sound as, however sound 
mothers sleep, which is not very, because I mean, 
you know, with a foot and a half _ of snow if he got 
up at two in the morning. and decided to go out and 
check on the dog, he would. 

He's very very bright... but he just--sd this • 
went on and again 1 began questioning the doctor. 
So I took him in for his two-year checkup. I got 
hyper myself and I said^ "I know there is some- 
thing wrong I don't care x^hat it is. I just feel. 
I have to know so I can deal with it and. towards it. 
So he said: "Well , _you know , the kid's hyperactive 
is probably all that's wron^. There '^s nothing _ 
really bad with him. It^s mostly with you but if 
you want me to give something I will." 

I said: "He picks up a toy and if he can fun 
with it he'll take it. If he can't, he '^11 leave it 
and that' s all he does is run. He screams for food. 
I put him in his chair. He won't eat. He screams 
to be down. __The kid was two years old and weighed 
22 pounds. He was a minute. So anyway he said: 
"I will give you a prescription ." And I said: 
"Well, what is it?" He said: "It wouldn ' t mean any 
thing to you." But he said give him a whole pill 
as soon as you get the prescription. "You'll get it 
this afternoon, won't you?" And I said yes. So I 

got the Prescription and I gave him the pill at 

two, ho it was about: three. And by six, I thought . 
the kid was active before he got on the medicine, 
you know, and he was just- -he just tore --he didn't 
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run anymore^ he 3ust tore around the house. 

But anyway, so at 6:30 I gave him his second 
pill. Now this was a .5 tiiilligram pill of Ritalin 
so he had had about 10 milligrams in' about 5 hours. 
For the. next 12 hours he did nothing but move his 
hands , his feet _ his arms and twitch his whole 
bbdy--arid not talk anymore but just incoherently 
mxamble . 



I called the doctor and he said well, it takes 
a period of time to adjust to his newmedicine . _ 
And I said well, you know, what is this medicine? 
'*What is it doing- to him? He's not. calming down 
if that ' s what it ' s supposed to do." ''Well, it 
takes a while for his system to adjust to it." 
Well, this was about 3 o^clock in the morning and 
I began to think he was having sj^me kind of a inter- 
action to this medicine^ . ^So anyway _he calmed down 
and I gave him a pill in the morning and i--it 
just started all over again. So I didn* t give him 
a pill at noon and I called the doctor. 

Well, I waited two days for him to call me back 
so I did not bother to give him any medicine during 
this time--which I told the doctor and he immediately 

chewed me out for it. "You mothers ask for pills 

and then you don't follow through with the directions 
and you wonder why you don't get results , you know. " 

. ^the son of a bitchy you know, that's what he 
is. I can't help it. He's a pediatrician but heis 
a sdn of a bitch". "We'll cut the pill in half and 
give him that and see how it works." 

So i did this for about two weeks. I did not 
notice--! just did not notice a change. I didn't 
notice any improvement whatsoever , and I just had 
this awful feeling I was harming him more than I was 
helping hiniL and I just was _ not having any communica- 
tion with the doctor at all and I just did not know 
where else to go and getting into a new doctor is 
just unbelievable. 

In the popular literature, the parent - particularly t 
mother - of the hyperactive child is frequently perceived a 
negatively as our respondent was by her first pediatrician.. 
T. A. Vonherhaar in his article, "Shainihg Ohiidren with Gh 
icals" (1975) says: 

Other studies concern the child' s mother , who 
for various reasons, may be unable to cope with her 
own problems and who may not have wanted a child in 



4 



the first place. She is unable to manage ordinary 
infantile behaviors such as crying, soiling diapers, 
and other typical demands on her. The resentment 
and guilt may be perceived by th^child, and he may 
panic. His behavior becomes a symptom of the im- 
maturity and anxiety of the adults around him^ 
The inadequacies of the parents and the teachers 
are projected on the child, who pays the penalty 
by being drugged into submission, (p. 17) 

This parent does not deny the possible accuracy of her pe- 
diatrician s and T. A. Vanderhaar ' s assessment . Rather^ she is 
concerned _with the consequences of the condition being overlooked 
because of disagreement about the causes. 



Parent : _ I was totally unfamiliar with any kind 
q£ drug. I_ just knew nothing about it^ and I said: 
"Well, -you kuow^ if it is me, fine_l"_ But I said "I 
don't feel i^^s fair to cheat the child and I feel 
he's being cheated. He is not having a normal 
childhood." 

In her desperate atteS^t to £ind_a sblutibh., she was both 
willing to assign the blame ^to herself and to take any steps 
necessary to deal with the_consequences . Her unsatisfactory 
experience with drug treatment led her to discontinue it ahd^ 
eventually, to renew her efforts to obtain help. 

Us: What was it that stopped you in your deal- 
ing with these [pediatricians]? 

• 

Parent: I dropped his medicine. Now that was - 
at two years or shortly after and just struggled 

through the next year, there's no other word for it. 

Now, when I look bac^. . .it was extremely hard, it 

was hard. That's all I did for the next year and 
then I think it was approximately, I'll say in 
February^ He must have been three or fairly close 
to it. Dr. Marcus did a preventative medicine show 
on channel 3 dealing with the hyperactive child and 
. . .1 had no. idea xvho he was or that he was a prac- 
tice or nothing ... So , you know, and at this point 
again I 'm-- -help ! _And I said, "I cannot do this 
alone any. more." I need help and so she [a friend] 
said she knew the name of a woman in Kalamazoo 
who could help me. 

So I called Kalamazoo, and I'm going. on about 
the problem and yes , they have a fantastic, program 
and so forth and lo and behold we. get to the ages-- 
they don't take care of little children. The.y help 
big people. So she gives me the name of another 
woman. So I call her. Yes, they take care of 
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children, yes at . that age, yes they help parents. 
We go through this some more. We get the mailing 
address. Oh, oh, Kalamazoo county and Van Bureh 
county^ I^m screwed again. So then they give me 
the number of this mental health clinic. I call 
there^ Believe it or not it was still wrong. _ 
That^s the adult place^ They give me the number 
of the place which is six miles from my back door 
that takes care of children^ So 1 call there and 
I explain it again^ Yes they can help me , yes , 
they decide from talking to me that i need and 
David needs help immediately^ They will call 
me"-this is I think on a Monday- -and they will 
call me by Friday. Needless to say I lived on my 
phone . 

Us: Were these calls all on "he same day? 
Parent: Yes. 

Us: One call after another? 

.Parent: Right.. _ That is an experience in 
itself. . . .So.where. did_.I go? Okay, so they tell 
me--I .watt_all_week.. They .do. not call me. What 
do I do? I called back. _ Well, they're very busy 
and they have _a waiting list because thfy are in 
the process of moving, into this new building so 
i proceed to beg., which is not my nature, but I'm 
desperate. So they. have a staffing meeting on 
Tuesday and they will present_it then arid preserit 
the pro51em--how desperately i need help arid maybe 
someone will be willing -to_ take. on an additional 
load to get me going. So I call on Wednesday. 
'^Please, didn' t something hapipen _ last night ? _ 
Nothing, They have me on a. waiting list. I will 
be contacted definitely within two weeks. I said, 
*'I have a party__lihe^ If it's busy will you 
keep trying?" "Yes." '.' Some times. I go to the 
store but I'^m not gone long.. Will you. try agairi?" 
"Yes." A month later I still had not. been contac- 
ted, i called again^ They were totally unaware 
of anything^ You know--by how it's like ihe. _. 
first of March--I forget it, you know.. "To hell 
with you." "You sons of bitches talk but you 
don' t care. " 

So I thought about this doctor^ you know, and 
my rieighbor had--I told her I had heard this--! 
said, ^Boy, I wish I could find a doctor like that. 
She said: "He is a doctor.*' "He's a pediatrician 
in Kalamazoo." And I said, "Oh, you '^re kidding^." 
She gets her phone book out and she says ^ "See?" 
I called, you kridw, "Can I get in? Please 1" "No; 
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We take ho new patients .and we cauidn' t possibly ^ give 
you an appointment for four months,". "Oh, I can't 

wait that long; I am desperate, I don't know where 

else to go. PleaseL" "Well, if you call your regular 
doctor or your child's doctor arid ask for a referral 
its a very simple procedure. We will, take him prob- 
ably within a week or two." My mirid has riever been 
able to accept how they adjust that or whatever, but 
I was not going to question at this pbirit sol call. 
They tell me, " Gall your doctor, the nurse x^i 11 
answer or the receptionist. Simply tell her you want 
a referral. They will call you back with ari appoirit- 
merit." So I call my doctor- -Bavid 's doctor-- ^ 
Dr. Skipper. The girl answered and iabviously they d 
never been requested--a referral has never beeri 
requested because--it jus t blew her mirid . Arid I 
saidi "Well, I understand this is a very simple 
procedure. You just send them the general informa- 
tibri." "You*ll just have to talk to the doctor. I 
wbuldri't dare release anything to anyone without the 
dbctbr's bkay." You know, what is this shit, ybu 
knbw? At this pbint I think they're crazier than I 
am. They just dbn't know it. So the doctor ebmes 
on" the phone, unf or tunately,, Dr . Skipper . ^ "Why do 
you want to gb tb this bther doctor ? What ' s the 
problem? I'm his doctor." "Yes I know it but I 
want to find but--I think he may be hyperactive. 
This doctor seems to deal with this. I'd like another 
opinion." The dbctor says, "I told you what was^ 
wrong with the kid. VThy can't you just accept that? 
And 1 said, "Dr. Skipper, please don't take it ^ 
personally, I would simply like another doctor s 
opinion." The doctbr said "Well you can have the 
damn thing then^^I'll get it out. I'll get it out 
this afternoon." 

I think it Was the next morning Dr. Marcus's 
office called me, arid I think March 9th was probably 
the day the world began fbr me, because that^s the 
day I came to Dr. Marcus. He walked into the office. 
He took one look at the kid. He took one look at 
my husband and I arid he said, "I know just how you 
feel. Most of the time you fight to keep him from 
flushing himself dbwri the damn toilet." And you sit 
there and you think I cari^t believe somebody really 
knows what's going bri. He prescribed Ritalin and I 

told him then. "Ybu kribw, that is what he was ^ 

taking, I really dbri't warit him to take that again. 
"Well,'' he, said^ "how much Was he taking?" And I 
proceeded to tell him and he said, "My god, a two 
year old, that ' s way too much medicine ." Here the 
kid was taking 15 milligrams at two and he's four 
now and only takes ten. _ 
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As a result of this visit, td the physician the child was 
placed on a drug regimen at a lower dose level. The parent s 

response to the physician was strongly positive. He provxded 

her with the first respite she had experienced in her. two years 
with her child. 

At another point in the interview we focused heir comments 
on the present situation. 

Us: What is he like at the present, time in the 
house? You described the way he was. back then when 
there was no medication, but how would you describe 
his behavior at the present time? 

Parent: I would say normal- -compared to my 
two other children. My two other children were 
what I would term not hyper^ but active children. . 
...They got up at 7 in the morning and they played 
ail morning and washed their grubby little hands. 
Up and play real hard until suppertime and play 
after supper and take a. nice warm_bath and jrmp 
into jammies and bedtime story^d hugs and kisses 
and into bed.. David is not quite like that. He 
gets up in the morning ... and the first thing he 
does when his feet hits the floor is start to, you 
won't say scream, but yell. ''_I_want my breakfast. 
1 want my breakfast, hurry _right now^ right now. 
And you take him right into the kitchen. You put 
his breakfast right in front of him^^^as soon as 
he has it he stops yelling. He proceeds to eat. 
Some days he'll have two or three bowls (of Rice 
Krispiel or Sugar Frosted Flakes) and when he's 
fini'shed, I mean finished--he's done^ forget it, 
and then he gets down. He may talk to you a^few 
minutes^ he may wander around, he may play with 
the dbg . 

Us: When does he take his medication? 

Parent: Immediately. I mean, I put his 
breakfast _ there and setting it down I '^m putting 
the. pill in his mouth. . . (he) takes his half a 
pill and that's it. 

Us: How. often would you say you forget the 
afternoon pill? 

Parent:. I never_fdrget it. I never forget 
it. 1 could almost--I could set _ the clock within 
a half hour of just watching David. 

In spiteof her (eventually) positive experience with medi- 
cal help and medication, the respondent has misgivings about the 
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use of _.the prescribed medication, Ritalin. Her quandary is that 
the medication seems to be effective, no other good options have 

appeared, but she knows that Ritalin is a psychoactive _drug ; 

She feels that it may be a potentially dangerous or harmful drug: 



Parent: I've had many qualms about Ritalin 
because I've read things about it and again, I 
guess all doctors are. just human beings . Dr. Marcus 
thinks -Ritalin is a lifesaver and. thinks it's a 
kind of wonder drug for hyper children. So when 
you talk to him about getting, addicted or some of 
the drawbacks that you read_ about- -I_ don't want ^ to ^ 
screw up a decent relationship, you know, by bringing 
in other things. I was that desperate for help. 

Us: How concerned are you about the tnedicatidri 
he is taking? 

Parent: Well, I resent_ that he has to take 
medicine. I really resent that._ I read things about 
Ritalin, well just kind of, you. know. .. I can't 
really say I^ve read anything abbut_ it but there, 
seems to be" this Ritalin it's, you know_, _ sd_ terrible 
and they always stick to this drug on this kid-- 
that^s the kind of thing I've read you. know ,^ but I 
can't say what I^ve read. Parents don^ t realize 
that maybe the kid is calm.how but_he'll be a 
basket case for the rest of his life, you know. 
I've not read anything like that about. Ritalin , 
So although I*m apprehensive about it because it's 
a drug, I think it ' s on the same order as what kids 
use speed for, and so on^ because they v/arned me 
about it at the drugstore. 

Us: What did the pharmacist tell you about it? 

Parent: He told me i had a month's, supply the 
vay the doctor had prescribed it and to_ keep a close 
check on it. *'Do i have teenagers in the house?" 
"Yes." "Do you just stick this medicine in yonr 
cupboard?" "Yes ." "Do you understand that this 
is what teenagers use as speed and you are _ 
responsible for this as a drug?" "If they find, 
it in your cupboard and take it they can have their 
trip. You won't have your medicine . " I don't have 
that problem. I never have had. 

Cotnments such as the one_from the pharmacist are joined with 
other comments and reactions from relatives. . These cbimnerits and 
reactions, while in some instances well-intended, may . exacerbate 
the problem by generating feelings of inadequacy, guilt, and 
hostility. 
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Us: Do you get any criticisms frbih persons 
that you are close to? 

Parent: Yeahi. my brpther_is. a high schobi 
counselor. . ._He deals with all. kinds of kids from 
all ranges of finances, drug problems, beer problems ^ 
he's really, down, on the fact that. I have .David on 
drugs. He brought .me a few articles on vitamin 
deficiency supposedly causing but until you jzah get 
a. doctor to lbok_intd that, angle of ijt, you kribw^_ .. 
what can you do for yourself? _ Hy mother says, "Well, 
I know you hear good and bad, but it is helping, he 
is impfovihg , so.uhtil _ some thing better comes along 
this is a start . " She^ s a very quiet , patient per son 
and she^s very sickly and cannot help me and has had 
rheumatoid arthritis from h to toe for 17 years . 
On a good day, like yesterday afternoon^^ she said: 

'_'You go to the store and leave David here _The 

thing that amazes most peopie--amazes me at the same 
time and gripes the living hell out of me is when 
David's with my mother for that houryesterday you 
could not ask for a kid_tq be any d^m better^ He^s 
. so good he stinks. I walk in the damn door and that 
kid is all over the lights and the walls and the house 

and "I want a drink, I want a candy bar^ . ^" You 

know, Jesus Christy you think you're gonna go crazy. 
I mean, that Is ^ust how I feel^ I can'^t help it^ 
Then, they stand there, you know, and say I donj^t 
know what's the matter with him. They look at me like 
I'm the green machine ,^ you icnow^ what the hell y 
walk in the door and the kid turns blue^ you know! 
I have this really rotten influence on him is the 
impression they give me and... I think maybe^ well 
not so much lately, but for a while I had this 
feeling that I oughta a^st pick up my keys and walk 
the hell out of the door and leave him the whole 
shittin* mess. Maybe after 24 goddam hours they'd 
know what the hell I'm talking about. 

The picture that emerges as this parent presents her life 
experiences with her hyperactive child is not one of an uncaring, 
irresponsible parent. Rather i we see a confused, anxious woman 

whb is cbhfrbnted with a problem that she can not handle. She 

has _ experienced the early childhood of her two other children but 
David has presented a uilique and complex problem. Even though 
she cbn.siders stimulant medication as something of a miracle 

drug, she is ambivalent about its use. She does not embrace it 

with .enthusiasm. She expresses the wish that it need not be given 
and she entertains thoughts that, in spite of the consequences 
that she knbws all too well, she might want to stop the medica- 
tion . 
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Discussions with parents of other hyperactive children pro- 
vide a striking contrast to the articles in the mas s_ media ^ and 
in some^ more scholarly^ literature. In -these articles parents 
teachers, an^ physicians are excoriated for their inveritioh of a 
**disease" (hyperactivity) and their use of shoddy ^'cures'' for 
it. The titles' of these articles suggest their posture:. ''The 
Myth of the Hyperactive Child^" '^Towards a Nation of Sedated. 
Children,** **Too Many Pupils are on Medicine^** "eontrolling the 
Mind Controllers,** .**Pills for Classroom Peace^'* '^A Slavish 
Reliance on Drugs: Are We Pushers for Our Own Children?,'*. 
''Classroom Pushers," "Chaining Children With Chemicals ,** **You 
May Not Know It, But Your Schools Are Probably into the Poten- . 
tially Dangerous Business of Teaching with Drugs ,** "Drugging and 
S^Hn^^ling" (Bruck, 1976; Conrad, 1975; Charles, 1971; Clement, 
Solursh_5c VanAst, 1970; Hills ^ 1977; Hambrick, 1974ai Mambrick, 
1974b; Divoky, 1973; Swazey, 1976; Of fir, 1974; Murray, 1973; 
Ladd, 1970;_Krach, 1966; Vondehaar, 1973; Vinnedge, 1971; 
"Classroom Pushers,** 1973; Witter, 1971; Whalen & Hanker, 1977; 
Wells, 1973; Welsch, 1974; Weithdrti & Ross, 1976). 

We do not di.smiss all of the concerns raised in this body 
of literature. The abuses and dangers described by writers in 
this literature deserve, cbnsiderat ion . While the lurid muck- 

rackingin some of the books and articles does not serve the 

Cause of. reasoned analysis, danger of abuse or misuse of psycho- 
pharmacological technology is not be dismissed lightly. ^ 

The medical literature is less vivid in tone and more ten- 
tative in content than the popular literature. However, the 
knowledge we might wish to have is not always available when 
decisions are to.be made. In the _ 43 years since Bradley (1937) 
found that -Benzedrine was beneficial in altering the hyperactive 
behavior of children, there have been many researches addressing 
the medical , neurophysiological , and psychdpharmacological ques- 
tions which surround the nature of hyperactivity and its treat- 
ment through psychoactive medication and other treatment modali- 
ties (Silver^ 19 71 ; Millichap , 1568; Spr ague et al., 1970; 
Conners & EisenBerg, 1963; Eisenberg, 1971; Krager & Safer, 1974; 
Sprague, 1977). Several excelLent recent summaries of these 
works exists Interagency Collaborative Group on Hyperkinesis , 
1975; Juliano,_i974; Arnold, 1976; Whalen & Henker, 1976; and 
Whalen & Henker, 1980). 

One of the persistent issues in the literature concerns 
the definition and use of the. terms ."h3rperkinesis,*.* ''hyperactivi- 
ty,'* and the ''hyperactive child syndrome." A considerable volume 
of literaj:ure has developed in an attempt, to define and describe 
these terms. There has been extensive debate about the nature 
and etiology of this condition Xsee Interagency Cdllabdrative 
Group on Hyperkinesis, 1975; Juliano, 197.4_; Arnold ,19 76 ; Whalen 
& Henker, 1976; Bosco & Robin, 1977; and Whalen & Henker, 1980, 
for useful reviews and discussions) . Not only have alternative 
conceptions been proposed, but the same term has been used in 
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differ en t way Hyper kinesis , for example, is used by some to 
indicate a complex of behaviors including. overactivity,, dis tract- 
ability, impulsiveness, and perceptual ihalf unci ion. Others have 
used the term in ways which suggest that hyperkinesia is 
identical with overactivity. Because of this confusion^ some in- 
dividuals in the field have raised questions about the legitimacy 
or^utility of the terms "h^^erkinesis'' or the "h3rperactive child _ 
syndrome. . There is^ however , substantial agreement among medical 
authorities that, thpugh the variety of terms reflect im- 
perfect understanding of the condition, the terms do refer to 
a concrete medical entity. 

Recently, DSM III, 1986, (P iagnost ie and St a tistxc ajL 
Manual , published by the American Psychiatric Association) 
provided a new diagnostic schema for hyperactivity . Under the 
general group heading "Attention Deficit Disorders of Childhood^" 
a category called "Attention Deficit Disorders with Hyperactivity" 
is included One of the major changes in the new orientation to 
diagnosis is_ the distinction between hyperactivity and conduct 
problems . _ Children Mt_h_ anti-social _ or aggressiye patterns are 
not included in the DSM III . Diagnostic category pertaining to 
hyperactivity. 

The_medical literature (:Gittelman-Klein, Spitzer & Cant- 
well, 1978; Schuckit, et al . , 1978 ; Oettinger , 1971; and Eisen- 
berg, 1972) generally has stressed the need for careful diagnos- 
tic _ procedures involving physical, neurdldgical ^ and psycho- 
logical _ factors (e.g,, intelligence and achievement tests , visual 
and auditory perception tests, motor coordination, laboratory 
Jtests suchas liver function, kidney function ^ and integrity of 
blood-forming organs, tactile perception, and electroencephalo- 
grams) . 

Drug treatment, is only one of a variety of possible treat- 
ments for the. hyperkinetic syndrome. The literature contains 
information about__other possible approaches (Eisenberg, 1971; 
Keogh, 1971; and Whalen & Henker, 1980. The decision to use a 
stimulant drug to_ treat a hyperactive child requires the ^ _ 

physician to weigh the possible benefits, of drug treatment against 
possible risk- In determining risk and benefit ^ it is necessary 
to assess the use of stimulant drug treatment relative to other 
approaches. 

Much of the controversy _ has centered. on the use of medica- 
tionfor treating hyperactivity . An excellent scholarly review 
of the questions involved in the use of stimulant medication 
is to be found in a new volume by Whalen and Henker (1980). In 
their lead article^ they cite research findings which are often 
conflicting or inconclusive. 

The essence of the concern for. all of thbs.e who are in- 
volved in the care of hyperactive children is the question: Is 
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the use of the diagnostic term hyperactivity and its treatment 
with stimulants haraful of benefi While some may feel 

ahle to answer this question categorically, most recognize its 
pr^ofound complexity^ Further medical and pharmacological research 
on the etiology and nature of the pathology and the efficiency 
and toxicity of drugs also may be helpful in resolving some of 
the issues . 

^ There is, however, another set of important quest igns 
which, though suggested in the medical and educational litera- 
ture have just begun to be _ apprgached more directly (Knobel, 
1962; Freeman, 1966; Epstein,: 1968; Cauffman, Warburton & 
Schultz, 1969; Arnold, 1971; Laufer, 197U Weiss, Winde^- Werry, 
Douglas 6c Nemeth, _ 1971x_Eiseriberg, 1972; Harlin, 1972; Glennon 
& Nason, 1974; Cole, 1975; Robin & Sosco, 1976X. These ques- 
tions focus directly upon the social. cdhtext__of hyperactivity 
and its treatment for schgol-age children: What, do teachers 
p>erceive_ as their rgle relative tb_ hyperactive children? Do 
they push psychoactive medication by^ badgering parents? What 
are the attitudes of parents and teachers aboui medication and 
other _ treatment regimens fox hyperactivity? What patterns of 
relationship exist among physicians , teachers, and parents when a 
child is diagnosed or identified as hyperactive? Does the con- 
dition of hjrperactivity and the way in_which_it is_ treated affect > 
the way in which h3rper active children feel about themselves? 
Questions such as these exemplify ah area of inquiry just how 
being approached. 

The Interagency Collaborative Group oh Hyperfcihesis (1975) 
stated: 

It would be difficuit to overemphasize the im- 
portance of the social _ehvirchmeht in discussing the 

etiology of behavior syndromes of children. . ^Even 

the social behavioral view of hyperkinetic behavior 
is undoubtedly incomplete^ some awareness of the 

social factors is necessary in considering the 

. etiology and making treatment plans for the hyper- 
kinetic child. (page 64) 

Eisenberg (1971) underscored the importance of the social 

context of the child in the treatment program: 

Effective treatment no more tha 

medication , remedial education and parent cou^ 
are essential if teacher and parent are to help the 
child resume a noraal development course^ How 
rapidly he^will progress is a_ function of the 
severity of his perceptual handicaps and family 
problems on thi one hand, and of the adequacy of 
educational assistance and family therapy on the 
other. (page 711) 
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_ toney ^1975) noted tliat medication is aemons trativety more 
effective in reducing the symptoms o£ hyperactivity with 

managed'' hyperactive boys ^ She indicates by this that the 

family environment makes a difference in the success of medica- 
tion. Thus, both the etiology and treatment of hyperactivity 
seem to be bound with the social context. We have (Robin & 
Bosco, 1976) argued that the broader cultural environment (i . e^, 
the relationship among the larger social systems constituting the 
child's context, particularly educational, medical, and familial) 
provides a context which may be pervasive in its influence upon 
the course of the child^s condition and treatment. 

As we approached the controversy surrouriding hyperactivity > 
therefdre> it became clear to us that it would be useful to 
examine the social context in which the _ individual experiences 
of hjrperactive children arid their families occurred, and in which 
the controversy about hjrperactivity and its treatment is generated 
and expressed. It appeared to us that the uncertainties about 
etiology, diagnosis, and treatment were being transliterated into 
statements of ideology, which_ iri turn were then being reflected in 
the individual attitudes and behaviors of those involved and of 
commentators upon the scene. Since the social variables were seen 
as significant in the treatment of _ children who manifest the 
hyperkinetic sjmdrbme , _ and since the factors and the cdntrdversy 
about the use of stimulant drugs seemed to entail social variables, 
it seemed_to us that, there was a heed to_ investigate these _ issues 
within a framework which, would _ be:_ comprehensive enough to include 
the_ social context and the individual experiences of hyperactive 
children. _ The fundamental premise upon which, proceeded as we 
approached the research task, therefore, is that the use Qf_ 
stimulant drug_s for the treatment of children who ^exhibit the _ 
hyperkinetic syndrome is a social as well as a medical actT The 
purpose of^ our ihvestigatibh, therefore,^ was to provide ah under - 
standing about the social process, and the controversy about that 
process of treating children with stimulant drugs for the symptoms 
of -the Jiyperkinat:ic syndrome . 

Stir discussions with parents such as the one we_quoted at 
the beginning^ of the chapter, tended to reduce our willingness to 
take a doctrinaire stance. We have sought to understand the 
world of the hyperactive child and the perspectives of those who 
intersect with him in significant ways. 

In the four years since we spoke with the. first pareht 
quoted in this chapter we have examined several thousahd questibh^ 
hair es and over 600 interviews with, parents , teachers _ and 
physicians. The social reality o£ hyperactivity is clearer to 
us now than it was then. In the pages that follow, we will _ _ 
describe how we evolved concepts* and processes to study the social 
process, and what we how understand. 
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EVOLVING AN APPROACH 

In 1973 both prihctpal investigators were _ administrators in 
the Grand Rapids Public Schools - Western Michigan University 
Center for Educational Studies^ Our responsibility with the 
Center involved the designation of areas for educational research : 
that could be pursued through^the Center^ In the early 70 ' s , more 
and more was being said and written about the abuses of medica- - 
tion in treatment of hyperactive children. We had heard and read 
in newspapers , magazines and television about some of the con- 
troversies concerning the use of medication. Our discussion with 
Grand Rapids School System administrators led us to recogn.ize the 
need for a study to ascertain if the problems described elsewhere 
were present in Grand Rapids. 

We developed a study to investigate Grand Rapids teachers' 

perspectives _ on the use of Ritalin for h^rperactive children . A 

mailed questionnaire was sent to a 20% sample of elementary school 
teachers in the Grand Rapids Public School system. The question- 
naire _ contained three sub-sections . The first section contained 
questions concerning the teachers' views about the appropriate- 
ness of using Ritalin for hyperactive children. The second sec- 
tion dealt with teacher information about attitudes and knowledge 
pertaining to Ritalin, and the third section concerned: the 
teachers ' perception of their professional role with regard to 
the use of Ritalin. * o 

We found a considerable volume of literature dealing with 
efficacy and toxicity of driig treatment; we found a number of 

papers presenting opinions about how physicians, teachers, and 

others involved in _ treatment _ programs should function; there were 

ar t i c 1 e s _ de a 1 ing wtt h- 1 he-" e v i Is -of —the- us e- o f ^me d ica 1 1 ons- ^f or ^ . 

hjTJeractive children, but we could find no other research studies 
wherein teachers' beliefs or behaviors were actually investigated. 
This seemed to us to be an unfortunate oversight in the litera- 
ture . Since sbmuchof the controversy _ and problems with the use 

of stimulant, medication .hinged on questions pertaining to the 

ways in which teachers functioned, their interactions with parents 
and physicians., we saw a need for empirical study of these 
questions in the literature. 

In our study (Robin _S .Boscb, 1973),' we found that the at- 
titude of teachers toward the us.e.of Ritalin was cautiously 
favorable. _ We found about one- third of the teachers felt that 
Ritalin had resulted in. major improvement in the lives of 
hyperactive children, that about 40%. felt Ritalin had limited 
use and about 13% were critical of Ritalin (16% did not respond) , 
We also found that teachers did not have much. information about 
the characteristics of the drug. . On a series of simple, strait- 
forward factual questions the modal response was "don't know." 

14 
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The most important finding for us was the extent of con- 
fusion reflected by the teachers about the teacher's role in a 
Ritalin regimen. The response to a series cOf questions about 
what teachers should do showed a pronounced lack of consensus. 
We did not find as much pro-medication attitude among teachers 
in our sample as the expose led us to expect. Also, we were 
Concerned about the lack of information at the teachers' command 
and their uncer Lainties about their professional behaviors. 

These concerns led to a second, expanded study (Bosco & 
Robin, 1976) which contained several aspects. One aspect was a 
replication of our initial study. _ A second entailed an examina- 
tion of prospective teachers ' attitudes ^ belief s , and teacher 
role expectations with regard _ to hjrperactive children. A third 
part involved an analysis of instruction about hyperactivity and 
its treatment in undergraduate teacher education classes. A 
fourth section was content analysis of textbook materials about 
)eractivity arid its treatmerit iri relevarit education courses. 



These investigations told us several thirigs. _ Firsts the 
replication of the study of teachers iri Grand Rapids (agairi done 
with a 20% random. sampling of elementary K-8 classroom teachers) 
provided very similar findings to those of bur first study. 
There were no major differences between the results of the two 
studies. 

Further, we found that prospective teachers _ (education majors 
at Western Michigan University) received little information about 
Ritalin or the policy problems which accbmpariy stimulant drug 
usage. Our examination of attitudes toward Ritalin and role 
expectations, spanning the years between freshman and sbphbniore 
college class levels to 12 or more years of teaching _ experience , 
showed us that there was generally a similar cbnceptibn bf role 
over time. Experienced teachers held attitudes similar tb the 
less experienced teachers. There was,, hbwever, an increase in 
positive attitude toward Ritalin use_fbr hyperactive children 
between college years and the first few years of teaching. 

We found that the information which was presented to prds- 

pectiye teachers in education classes was gerierally urisysteniatic 
and spontaneous . Information was likely to be the" result bf 
questions presented to instructors. 

Our content analysis of textbooks in education resulted iri 
no content to analyze. An examination of thirty-six educatidri 
courses with content closes t to the prdblem bf the hjrperactive ■ 
child produced no relevant Coriterit . The textbbbks siinply did ribt 
present information about hyperactivity. 

_These studies led to several major Cdnclusidris . The first 
that the issues we were exploring were serious arid deserving 
of careful, thorough and comprehensive irives tigatidris . \^hile it 
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seemed likely (altfiough far from clear) that the fiyperactive 
children constituted a relatively small portion of the student _ 
population in the school district , the welfare of these children 
required better information about problems of teachers and 
others having the responsibility to care f or them^ Also^^ it 
seemed that , although many of the issues in the controversy 
reflected different philosophic and ideological viewpoints .some 
of the contentions , which were grist for the polemic mill , V7ere 
matters which could be subjected to empirical examination. Why, 
for example, was it necessary to speculate about the number of 
children being diagnosed as hyperactive children when we could go 
out and count the number? Why was it necessary to speculate 

about the magnitude of the stereotyping or stigmatizing of 

children when it would be possible to see how often and in what 
ways such behaviors occurred? 

We also recognized several limitations in the work we had 
done. bur previous work had relied almost exclusively on ques- 
tionnaires which limited the kinds and extent of information 
we could obtain. We had only collected data from one key par- 
ticipant in the process - teachers. We had asked teacher s about 
their interactions with parents and physicians. They had reported, 
the situation as they perceived it (very limited contact) . Yet , 
we came to realize it would be necessary to get information from 
the other key participants themselves rather than to merely use 
the reports of teachers as the basis for understanding the situa- 
tion. We had not involved the most important key participant in 
our research: the child. While everyone spoke about the child, 
rid one spoke to him. Our studies had been confined to one 
stimulant drug: _ Rita liri_. We had done this because it seemed 
to us that Pwitalin.was the most familiar arid most recognizable 
aspect of the problem. We did not warit to confuse our respdridents 
by refering to psychoactive or _ stimularit drugs . However, we 
were not concerned with a particular prdduct but rather a kind of 

treatinerit and thus- we--rea-lized -tha dtir .previdus-^ s.tudies. Xizhich 

had fdcused on Ritaliri rieeded td be exparided. 

There was _drie additidrial^ even mdre fundamental ^ liniitatidn . 
This was the limitatidri of dur perspective. Our first studies 
were conceived of as social research on the repercussions of 
a medical act - the diagnosis and treatment df hyperactivitj'' . As 
^we examiried our data and learried more about hyperactivity and 
its _ treatmerit , we realized the usefulriess df cdnsideririg it as a 
social act. An arialysis df the problems cdririected with diagnosis 
and treatment _ shows that_mariy_df them eritail the ways persons 
furictiori arid iriteract. This is evident as we consider some of the 
contentions about the problem: 

1. Normal behavidr is defiried by parerits arid teachers as 
pathological . 
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2. Physicians do. riot diagnose properly. They fail to 
analyze the situation adequately. 

3. Teachers and physicians fail.to cbnnnunicate when _____ 
diagnoses have, been made; ihformatibh about the child's 
behavior in school enters into consideration in a vague 
and incomplete manner. 

4; The persons who have diverse but important information _ 
about the success of treatment dq hot interact cohesively 

5. Medication is used because more useful but complicated 
approaches are avoided. 

6: ehildreh who are treated with medication are subject to 
stigmatization and stereotyping: 

7. Teachers are overly assertive in suggesting medication. 

8. Parents feel guilty about the beh qf their child 
and this guilt compoxinds the problem. 

Inspection of these programs shows that the determination of 

the validity of these statements and an explanation of why they 

are so (if they are so) requires more than is provided by medical 
or pharmacological information. The recognition of ^ need for 
treatment and the assessment of the success of treatment often in* 
volves teachers. As a dependent, not completely responsible mem- 
ber of society , the child' s status as a patient is mediated by 
his parents. The child is not the ultimate decision maker; he 
canridt seek, accept, or reject medical treatment . The relation- 
ships of the child to his parents and to the family are important 
factors in the treatment of hyperactivity. The prescription 
of medication falls within the realm of physicians ; the decision 
to solicit medical treatment and use prescribed medication lies 
with the parents. Therefore^ since we are dealing with children 
for whom the_ treatment of hyperactivity is. frequently school - 
connected , the prescription and use of stimulant drugs is a social 
act involving at the very least parents, teachers^ and physicians. 

_ While, there are alternative ways to explain the functioning 
of these three critical participants, as we thought about our 
preliminary studies and the irif drmatidn in the literature it 
seemed to us that social systems thedry prdvides a substantial 
basis fdr _ analysis . By using sdcial systems thedry we have a way 
of analyzing _ and understanding the behaviors df these persons in 
t.erms. of their .functions within their sdcial settings . When we 
thought about the problems, we tended td see the transaction and 
interactibh as doctor with parent riot as Dr. Schwartz with 
Mrs. Smith. 
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What was required was an understanding of how the people who 

make and implement the important decisions relative to these 
questions about hyperactivity function and interact. We saw the 
need for an approach that was not confined to the medical domain 
but included it in a broader social perspective which needed to 
be articulated and elaborated as a basis for empirical research 
and policy for the treatment of h3^eractivity . 

When we focus on parent, teacher, and physician functipning 
in their social systems, we are using an_dri_entation f or which 
the construct of role is quite useful.. In the role literature , 
alternative conceptions of rolehave been formulated. Role has 
been used prescriptive ly, descriptively, and evaluatively in 
relation to_the behaviors. of _ individuals _ (Gross , _1957 ; Biddle. 
(5c Thomas, 1955^_ Parsons ^ 1942 ; Robin, 1964^ and Jackson, 1972). 
As Biddle and Thomas indicate, however, role has most typically _ 
been used by role theorists to mean the set of prescriptions which 
defines a person's behavior. While norms do not predict actual 
behaviors with certainty, norms , or expected behaviors, consti- 
tute a most important social phenomenon. While individuals in 
a social system can- -and do- -function nbn-normati norms 
provide the es sential structuring of regular, predictable patterns 

of behavior on the part of persons in the systems. Sets of norms 

comprise roles ^ The usefulness of role as an explanation construct 
is expanded when it is tied to a social systems theory: 

The treatment of chir^ren with stimulant drugs involves the 
medical, educational, and«jfeamilialsoci systems . Social sys- 
tems is a construct which is used to provide a_unifying structure 
to social elements which are functionally related. These elements 
are bound together in a specific fashion which^ as described by 
Williams (I960) has a *' . definite arrangement of parts having 
boOTdaries^iuiity or cohesion , resistance to external forces and 
enduring through time The orientation to social systems in 
this discussion is strongly inf luenced by Riihn (1974) and Monane 
( 19 67 ) . Kuhn ' s7and Monane~'"s ; wqrk^^ jelabor at:ions~~on ear 1 ier - 
theoretical positions articulated by Parsons (1951, 1961), Romans 
(1950, 1961) and Loomis & Loomis (1961). 

As discussed by Monane, social systems are characterized by 
cultures or ethos. Specialized knowledge in some areas , the 
absence of knowledge in others, and particular beliefs and at- 
titudes are found on the part of those socialized to the roles in 
social systems. The cultural content of social systems varies 
with the function of the social systems. Persons occupying 
positions in one social system may have knowledge which persons in 
another system ddndt have. Persons in one system may have 
attitudes and beliefs that differ systematically from those in 
other systems, or they may have attitudes and beliefs about mat- 
ters unknown to those in other systems. 
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Sdciai Systems Structure and Furictiohihg 



The medical, familial, arid educational systems have quite 

differerit structures^. The structures differ with, regard to 
proces.s.arid goals.. The medical system is marked by an interaction 
with children which is of_short duration (time per interaction) 
but of _ long continuity. _The system exercises relatively great 
control over children. Its goals, the prevention and cure of _ 
illness, are clear and constitute relatively precise criteria-fbr 
appropriate behavior differentiated and steep (great social dis-- 
tance between members of the system)^ The educational system 
has interaction with the child of long duration but of short 
continuity for any given individual within^ t^ 

system has limited and highly prescribed control over the child. 

Its goals ^ education and selective socialization of the youngs 

are more ambiguous than those of the medical system. This system 

has a high differentiation (though less tha^ the medical system) 

and moderate steepness. The familial system has interaction with 

the child of longest duration and continuity. This system has 

greatest (of the three systems) control over the child. Its goals 

in regard to the child are multiple, vague, and sometimes con- 
flicting. The social structure has some differentiation but 
relatively little steepness. 

The structure of each social system influences its members * 
perceptions of the child. Since the structures of the three 
systems are quite different, the definition of the child and 
his problem varies from system to system. Thus, in one sense, 
members of each' system see a different child with a different 
problem. Since the three systems are quite different, the 
definition of the illness and the technology used to treat it 
vary from system to system. 

Effective diagnosis and treatment require that members of 
a particular social system modify existing roles or develop new 
roles in order to relate to members of other social systems. 
Thus, the teacher may need to work with the physician as an 
importarit participant, in the evaluation and assessment of the 
medical treatmerit. These roles which entail complimentary be- 
haviors, on the part of members of different social societies 
are .called "reciprocal_rbl.es..** .Reciprocal- roles are roles in 
which the expectation for behavior . iriterf ace with parallel roles 
in.anoth.er s.bcial system. The reciprocal roles comprise the 
**glue*' that bind social systems together to accomplish tasks 
not confined to a single social system. arid, requiring the articula- 
tion of more than one social system. If the. social structures 
are markedly .different , the development of these reciprocal 
roles is difficult and the probability of systems iriteractidri 
decreases 
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Tfie- roles witfiih a system reflect the structure ^ _ fund- _ 
tioning^ and goals of that system. The greater the dissimilarity 
of social systems^ the greater the differences in the norms that 
comprise theroies that must be reciprocal in order for the 
social systems to articulate^ Put less arcanely , there must be 
some similarity in the things people expect to do_^ in the things 
they do and in tfieir general perspective before they can be 
expected to act jointly in a complicated task^ if their _social 
sys tems are quite different the systematic convergence of 
behaviors is quite unlikely^ If the sociaisys tems are quite 
different the creation of reciprocal roles may be impossible . 

In order to achieve intersystem articulation for tasks for 
5?hich no reciprocal roles now exist ^existing roles must be 
modified or new roles created. Sys tems , however , are not alike 
in their propensity to invent or modify roles . The ability to 
develop intersystem articulation by creating reciprocal roles 
is governed by the least responsive system. 

We have already noted that the internal structures of the 

systems involved in stimulant drug treatment are different^ 

Therefore, the lack of ■ interaction is predictable and the develop- 
ment of interaction is problematic. It is relatively easy for 

journal authors to view the treatment of individuals with 

stimulant medication in a holistic^ nonparochial manner, but for 
a system member such a perspective is considerably more difficult 
to achieve. Even though the diagnosis and treatment may be con- 
sidered to transcend the functions of any one system, it is 

viewed by system members from the perspective of the goals and 
the nature of their system. Therefore, the child's problem is 
segmented. Frequently, this segment, as defined by a single 
social system, comes to be redefined as the totality by the 
members of that system. The popular ndtidn of a team approach, 
for example, in the treatment of hyperactivity implies a shared 
or cbrnmon goal. Yet, for the child who is being treated for 
hyperactivity, there may be three somewhat different goals. In 

the medical system the task of treating the hyperactive child 

is viewed. from the_paf spective of the goal of the prevention and 
cure of illness. In the educational system, this task is viewed 
from the_perspective of the education and_ socialization of the 
young. This drug technology, therefore, is viewed from very 
different perspiectives and comes to mean something different to 
the members of each social _ sys tern although objectively it is 
the same technology impacting upon each of the social systems. 

. _ In order to_ use a technology such as stimulant medication_ 
which requires the collaboration of more than one social system, 
a series of social inventions may be required. These social 
inventions are. the reciprocal roles which should be crafted 
so that the behaviors expected are simultaneously apprbpriate for 
the social system in which the role resides , . cbher$:nt with regard 
to the other social system(s) with which it is reciprocal, and 
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relevant iri_ cbriterit _to the task at hand. This is not easy to 
achieve with decidedly different social systems. There are, 
in additidh, some systematic barriers to social system articula- 
tion . 

the Permeab ility of System Boimd a r les- 

Social systems, by definition, are bounded^ The boxjndaries 
of systems mark which persons, communications, and cultural items 
such asndrms and technology are internal and which are external. 

Boundaries are inhibitors of system contact and change. The 

permeability of boundaries or openness of the systems which deal 

with hyperactive children are markedly different. The medical 

social system is comprised of highly credentialed individuals and 
those seeking medical help • Patterns of communication are highly 
prescribed and communications from outside the system do not find 
ready admissibh and acceptance . It is a strongly bounded system. 
The educational _ system is less strongly bounded. Entrance as 
a professional is less demanding. The family is the most open 
system. Membership for most is automatic at -birth and the vast 
majority of adults marry. Communicatidn and other cultural 
elements find relatively ready admittance . The variation in 
openness is directly related to the ability and proclivity of 
systems to_ develop roles which are reciprocal to roles in other 
systems.. Moreover, the openness of systems affects the 
flexibility of role relationships in accomodating contact with 
other systems sothat interaction is also affected. For treat- 
ment of .hyperactivity , permeability of the medical system is 
difficult, frustrating, and controversy-producing for members of 
the other systems .__ The educational system presents a similar, 
if less acute, problem. 

Change in Social Systems 

While it is widely asserted that social system interaction 
is requisite to effective application of stimulant technoidgy, 
our analysis leads us to recognize that the interaction df 
systems is likely to be imperfect at best. In order for inter- 
action to occur, change in social systems is required. 

The multiple system membership of hyperactive children, 
the educational bases of .stimulant -drug, prescription and the 
overall responsibility of parents for their children' s health and 
education_ indicate that stimulant drug treatment _is . a _ social ^ . 
process shared by the medical, educational, and familial social 
systems^ This implies the heed for social systems interaction. 
Some interaction of systems almost always exists in the case df 
children on stimulant drugs. Parents are called, to school or 
receive reports on the educational progress, of their children. 
Parents take their children to physicians who are empowered 
to prescribe medication. But, this does not constitute the 
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coherent articulation of social systems required for an effective 
application of stimulant drug technology. 

As _ the number of systems that are directly involved with 
the. application of a technology increases, the problems in . _ 
applying the technology also increase. Asa corollary to. this , 
successful application of this technology is limited by the _ 
most resistant system^ The requirement for: system collabbrat ion _ 
for the application . of technology imposes. changes. which_gb beyond 
those which stem directly from the technology. .Thus, _ if we are 
to speculate about the future of psychopharmacolbgii^al technology, 
we must recognize that it requires Both changes within several 
social systems and changes in the relationships of systems one 
to another. 

Failure to respond to the social system change demands of 
the technology does not necessarily result in a complete 
rejection of the technology. In a partial and Imperfect . ap- 
plication of the technology , the potential of the technology 
might not be realized. The possibilities of controversy in- 
crease. Consequently, it is^difficult to know whether problems 
vrith the technology stem from the technical quality of the - tech- 
nology or its imperfect application in a social system^ There is 
good evidence that this has been the case in the prescription of 
stimulants for hyperactive children (Robin & Bosco, 1973; Bbsco 
& Robin, 1976, and Robin & Bosco, 1977). 

Beliefs as Context 

One of the important factors in the coherence^ hyper- 
active child's world is the convergence and similarity of beliefs 
about his condition and treatment held by the adults who control 
his life. Monane's observation that social systems have .unique 
cultures or ethos , combined with our analyses of the differences 
among the medical, educational, and familial social system and 
the general resistence of social systems to change and develop 
reciprocal roles leads us to question whether the beliefs among 

parents, teach 'rs, and doctors will not be quite different. When 

a set of belia:..^ is conf ined, to a single system, such as surgical 
techniques , then shared beliefs predominate and disagreements 
are found primarily on the cutting edge of knox^ledge and beliefs. 
Even then their resolution is advanced by common domain assump- 
tions . 

The nature of the discourse about stimulant technology, 
however, ranges over all the questions of efficacy, need, and 
morality. Is it .effective? Is it needed? Is it ethical? The 
locus, of action fbr the technbldgy is not confined to a single 
social system, the medical . system, but involves other systems 
for its application. The implementing systems , with regard to 
the use of stimulants fbr the treatment of hyperactive children. 
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are the familial, medical^ and educational systems^ No one of 
these svstems can determine the way in which_ or the extent to 
which this technology will be applied. If the technology requires 
the active participation of the members of several systems for 
full application, then_the extent ^ of divergence of beliefs among 
members of these systems becomes important. 

Research Questions 

The concepts of social system which we have presented iri the 
section above served to focus our investigation of the diagnosis 
and treatment of hyperactive children. The salience of beliefs 
and attitudes and the important formulation of roles in the es- 
tablishment of coherence among the t§ree critical social systems 
leads to the following three questions: 

1. What are the belief s and attitudes of physicians, _^ 
teachers, and parents concerning the hyperactive children? 

2. How do teachers, parents , and physicians conceive of^ 
their roles of others relative to the hyperactive chil- 
dren in their care? 

3. What are the modes of social _sys terns interaction with 
regard to the treatment of hyperactive children? 

In addition to these questions, there were three other ques- 
tions we sought to answer : 

1. What is the prevalence of diagnosed hyperactivity and 
.the treatments for it? 

Estimates for the nxjmber of children treated with stimulant 
drugs varywidely (Bdscd & Robin, 1980) . There is perhaps even 
less certainty about the number of children currently diagnosed 

as manifesting the. hyperactive child syndrome^ One logical and 

highly functional basis on which to begin cons tructing reliable 
estimates of prevalence of diagnosed hyperactivity and the ap- 
proaches to treatiriehtis by using the school system or district 
as the unit of analysis. One of the specif ic aims_of this 
research was to provide detailed descriptive information con- 
cerning the proportion of the student population diagnosed as 

hyperactive, the distribution of diagnosed hyperactivity by 

variables such as sex, _ social class levels and age. Additionally, 
data were gathered to indicate_dther characteristics of the 
diagnosed children, such as SES and. age of hyperactive children 
receiving no treatment, treatment with various stimulant drugs , 
other drug treatments, and other ndri-drug treatments such as 
operant conditioning, nutrition therapy, mega-vitamin therapy, 
counseling , etc. These data provide a demographic base Irne 
against which other findings of this research can be compared. 
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The information about the prevalence of children treated. with 
stimuiant_ drugs can be used in birder to extrapol findings from 
other segments of the research. I£,_fbr example^ _ is leatned 
that a particular outcome occurs with x number of children in 
the sample^ the information about the prevalence of cbinparable.. 
children in the popuiatibn (children in the. Grand. Rapids .School 
System) can be used in order: to determine the number of children 
in the total population who might be similarly affected. 

. _X _ \ 

2. What are the events acid pre.ce dure s for the diagnoses and 
treatment of hyperactive chitdren? 

The "natural history" of stimulant drugs treatment is un-_ 
known. It is also the basis of controversy. Hedical personnel 
have accused teachers of "prescribing^" Teachers have decried 
the uncritical prescribing of stimulant drugs for their students. 
Physicians and teachers have noted that parents, oh the basis. of 
casual information^ hive pushed for the prescription of stimulants 
or have resisted or subverted the regimen . As a .matter '^f; fact, 
however, the truth of the allegations, or their .frequency are not 
addressed empirically in the literature^ The lack of clarity 
about the events and procedures of diagnoses and treatment is 
grounded in the three system nature of the process^ Evidence of 
difficulty in social system articulation may be seen in the 
differing prescriptions of how children are £ diagnosed and treated 
as perceived by parents ^ teachers and physicians. \ \ 

3. How do hyperactive children perceive the experience of \^ 
being diagnosed and treated? 

At present^ there is little information from the child's^ 
perspective about treatment with stimulant drugs ^ This question 
is . salient, to the treatment process for two reasons^ First, the 
child is the object of the treatment. Even though the cause of ^ 
hyperactivity is usually assumed to be physiological^ the child' s 
expectations about his ability to modify his behaviors may well 
influence, the. probability of such behavior modification occurring. 
Second., the child is the only common member ^o f a 11 three systems. 
As. such, the child may be subaect to stereotyping, stigmatizing, 
and a variety of responses from all three systems . The child . 
may suffer, the double burden of being viewed as "different" be- 
cause of the behavior associated with the hyperkinetic syndrome 
and because of the stimulant drug treatment intended as a remedy. 

Since the child is a member of three systems^ and consti- 
tutes an irreducible point of contact, he may be in a position to 
influence (particularly the older child) the initiation^ monitor- 
ing^ and. terminatibri processes. The extent and nature of the 
child's knowledge is important to these processes^ Ultimately 
the consequences of effective or faulty functioning and interac- 
tion of the_parents, teachers, and pnysicians imping.e on the 
treated child. To neglect to obtain the perspective of the child 



would constitute a major gap in our understanding of tbe social 
context of the disorder and its treatment. 
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METH0DS 

The research was conducted in the Grand Rapids^ Michigan 

Public School system^ Grand Rapids is the second largest city 
in Michig an and has a popula t ion o f 200 , 000 , At the t iine the 
data were gathered the public school system was comprised of 50 

elementary schools , nine junior high/middle schools , and four 

high schools. It had a student population of 30,550 and employed 
a professional staff of 1,850. 

In order to gather our data, it was necessary to develop a 

process for locating children who had been diagnosed by physicians 
as hyperactive. Once ' located , these children could be used as the 
basis to identif^^ the teachers, parents, and physicians, each 
keyed to a particular hjrperactive child. An important byproduct 
of this process was an estimate of the prevalence of diagnosed 
hjrperactivity in the public school system and the frequency of use 
of alternative approaches. 



In considering the hjrperactive child' s environment, it 
seemed usefultp classify subjects into three distinct treatment 
phases: the initiation phase ^ which included hyperactive children 
who had recently been placed upon a medication regimen - all 
children who had been _ diagnosed during the 1976-1977 school year 
were considered as being in the initiation phase; the monitoring 
phase, which included children whose treatment predated the 1976- 
1977 school year and who were still being treated; and, the 
terininatidri phase, which included hyperactive children who were 
rid longer being treated with stimulants. 

As we begari collecting data, we established a fourth 
category. ''type two tentiiriatiori" was comprised of children whose 
medication _ had been terminated. for more thari two years prior 
to the beginning of the 1977-1977 school year. These type two 
terminations were so designated because the data would need to be 
collected from that teacher in whose class the studerit was at the 
time _of_ initiation . _The type two termination subjects presented 
the double problem of retrospective _ data arid, the difficulty of 
determining _ arid findirig the appropriate teacher. Consequerit ly , 
we did not interview teachers of type two tertniriatiori subjects. 



_ The major advantage that we perceived in designatirig the 
sample in phases was that this approach would, eriable us to_ _ 
minimize the necessity for retrospection on the.part of_ subjects. 
We recognized that many of the .questions we would be asking, 
during the interview required fairly detailed information, about 
what happened, when, by whom. By employing an approach .which 
minimized the time lag between the events being recalled and the 
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interview, we hoped, to insure the quality of the -inforibatibh. 
Also, dividing the interviews into phases ehablBd us. to reduce 
the amount bt_ time required for each interview by asking the . 
respondent only those questions relevant to the appropriate phase. 

When we began to draw the samples for the interviewing and 
noted the distribution among the phases^ we had second thoughts 
about the desirability of the phase approach. (see ehapter 4) 
- In. retrospect , we should have reduced the number of questions^ 
selected among the questions we used in each phase^ and gathered 
data about the total process from each subject interviewed. 

In our sample of hyperactive children we foxmd fewer children 
in the initiation phase and the monitoring phase than had^ 

anticipated or 3esired^ Ttiis ied us to develop a second sample of 

hyperactive children from whom data , par ticuiariy of the initia- 
tion and monitoring phases ^ could be gathered . Accordingly^ a 

sample of diagnosed hyperactive children from Kalamazoo , Michigan, 
was -Obtained from the "Live Y'ers" program begun in the summer .of 
1977. The program was intended to develop behavioral control for 
for the children and was sponsored by Brohsoh Hospital, Kalamazoo, 
Michigan, and the Kalamazoo, Michigan, YMGA. Children admitted 
to this program were volunteered _by their parents and were 
screened by _the prof essiohal staff of the program; all were taking 
medication for hyperactivity. The children and their parents 
enrolled in this program were intereviewed with ah ins trtiment that 
combined the characteristics of the mailed questionnaire sent to 
the Grand Rapids sample and the initiation and monitoring phases 
of the interview schedule used for the Grand Rapids sample. 



Developtng Instruments 

__' We b?g3i^_our research by conducting a set of unstructured 

interviews _with parents of hyperactive children . __We_develbp6d a 
series of open-ended questions which dealt with the range of 
issues and problems that we intend to examine^ (See Appendix A 
for the open-ended interview schedule^) _ We conducted four inter - 

yi?^?__of__§PP?o?i^^??ly_ _ _^?_"^sed these 
interviews as _one basis for generating items that could be used 
in the various subsections _ of the interviews . _These interviews 
§lso gave us a sense of the appropriate language level^ At the 

same time ^ began an extensive analysis of the literature as 

a means of generating instruments and engaged_ in discussions with 
medical and educational consultants . As a result of our inter- 
views , our review of the literature^ and our discussion with 

consultants^ the pro to type ins truments were developed^ They 

were reviewed by a panel of experts and following these consulta- 
tions we revised the mail questionnaire and the intrerview 
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schedules . 

In developing the instrumentation for the interviews ^ we 
recognized the complexity of the issues that we were addressing. 
We recognized the difficulty in interviewing teachers, parents, 
and physicians with the same schedules. We saw the need to avoid 
imposing a particular set of terms or frame of reference on. those 
whomwe would be interviewing. Also, the questions had to be 
understandable to the most naive parent or teacher arid, at the 
same time, not appear simpleminded to the most sophisticated 
physician. We also recognized the need to isolate thecentral 
critical issues and problems in this very diffuse arid ill- formed 
area. 

Another problem was a cdnsequerice of the need to develop 
interview instruments which could be used by an interviewing 
staff. Given the number of interviews that, were required for 
the conduct of the research, it was impossible for the principal 
investigators to conduct all of them. It became necessary to_ 
develop questidris which would capture the important and complex 
issues involved iri the social context of the. hyperactive child's 
life iri a way which eriabled use by persons whom we would train. 

We will describe the iristrumerits developed and used with our 
case firidirig arid prevalerice stage and the five research- questions . 
(Copies of all iristrumerits used in the study are contained in 
Appendix A. ) 

Prevalerice, of Hyperactivity arid Developmerit of a Sample of 
Hyperactive Childreri . 

Two iristrumerits provided data for this stage of the research: 
a parerit questibririaire arid a teacher questionnaire. 

Parent Questionnaire: This questionnaire was. designed to be sent 
to parents and .was _ cons true ted so that it would refer to a speci- 
fic ,_ designated child.. The first section of the questionnaire 
elicited information about the general demographic characteristics 
of the family., namely, the ages and sex o£ children in the family^ 
the ages of the parents _and occupations of parents . The remainder 
of the questionnaire. referred to a particular child . Since many 
families in bur sample had more than one child attending the 
sample schools (or other Grand Rapids Schools) , we had to find a 



.-These cbnsultants were: Dr. Mitchell Baiter, (3hie£, Special 
Studies Section, .National Institute of Mental Health; Dr. Ronald 
Lipman, .Chief , Glinical Studies Section, National institute of 
Mental Health; Dr. Keith Gonnors , Professor of Psychiatry and Di- 
rector of Research, Children's Hospital, Washington, D.6.; Dr. 
Donald Waterman, St. Mary's Hospital, Grand .Rapids , Michigan; and, 
Dr. Edward Birch, Assistant Superintendent for Special Education, 
Grand Rapids Public School System. 
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way to orient the respondent to the child. in question^ We did 
this by placing a computer-produced name label for each child in 
the sample on the. questionnaire with the instruction that the 
questions asked all pertained to that child. 

The most difficult problem faced in designing this question- 
naire was that multiple terms are used as diagnostic terms for 
children who comprised our sample^ Also^ we wanted to sort out 
children whose diagnosis as hyperactive had been made by a 
psychologist, social worker, or the like, rather than by a physi- 
cian. 

We used a three -tiered approach. The first question asked 
was open-ended^ "Has your child had a medical diagnosis of a 
learning or behavior problem?" If the response was yes, we asked 
the parent to indicate what the diagnosis was and who had made 
it. The following question was closed-ended and listed eleven 
of the terms which are used synonymously by some as diagnostic 
terms for the hyperactive child syndrome. The questionnaire 
was designed so that the respondent had to turn the page to en- 
counter it, after responding to the prior open-ended question about 
diagnosis. The third tier consisted of a request for the parent 
to look at the label of the child's medication and indicate the 

_9f _ ttie medication. By examining these three questions in 
juxtaposition we were able to derive information (which could 
be internally validated) for the purpose of weeding out children 
who either had not been medically diagnosed or had been medically 
diagnosed for some condition other than hyT^eractivi ty . 

The second section of the questionnaire consisted of a list 
of the common treatments for the hyperactive child syridrbme. It 
asked parents to indicate which treatments had been used and when 
they had been started and ended. 

The third section of the questionnaire consisted of the 
"Conners Parent Short Form." This is a frequently used screening 
instrument used to determine if the child's behavior is perceived 
by the parent as non-normative on ten of the symptoms associated 
with hyperactivity. 

This instrument was used to gather information for measuring 
prevalence and was also employed , to locate the sample of hypierac- 
tive children who would be used in addressing the other research 
questions. 

Teacher Questionnaire: The teacher questionnaire was designed 
to elicit data from the teacher for cross-validation bf_ the pre- 
valence information we received from parents. The teacher ques- 
tionnaire paralleled the parent ques tidnnaire except that ethical 
concerns constrained us from requesting information from_ the 
teacher which would have identified children by name. The 
teachers were first asked to indicate how many children theybe- 
lived exhibited the symptoms of the hypierkirietic or hyperactive 
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cftild behavior pattern, and hdw.mahy children in their classes had 
been diagnosed by a physician with any of the eleven diagnostic 
terins that we had used in the parent questionnaire. _ This juxta- 
position allowed the teacher to exercise her _Q\>7n . judgment as to 
the presence or absence of hyperactivity as distinct from her 
knowledge of the physician' s diagnosis. _We. were concerned that 
the teacher not confound her knowledge of the diagnosis with her 
knowledge of the children and provide us, thereby, with separate 
information about each. 

_ The second Dart of the questionnaire, dealt with the treat^ 
ment of children"^ Again_^ it paralleled the parent, questionnaire 
but used the class as the unit rather than being child specific. 
Wp asked the teacher to tell us the number of children. in her ^ _ 
class being treated with mega-vitamin therapy , counseling , special 
diet, remedial instruction, behavior modification, psychiatric: 
treatment or medication forbehavioral or learning problems . We 
were aware that these treatments could well be used for hyperac- 
tive children but the number of children specified would not be 
confined to hyperactive children. 

Events and Procedure s-^oi^^ he Dx a gn o&xs ^ahd Treatment of 
Hyperactive Chi IdrerH 

To investigate this question ins trxments were developed to 
provide a description of the sequence of events and the behaviors 
of parents, teachers, and physicians who were associated with the 
diagnosis and treatment of children. We developed nine instru- 
ments - one for each combination of sample and phase of child' s 
treatment (parent initiation, parent monitoring, parent termina- 
tion, teacher initiation, teacher monitoring^ teacher termination^ 
physician initiation, physician raqnitoring,_physician termination) . 
IJe developed two additional instruments^ One was for children, 
who had been diagnosed but were untreated, and the other ^ for ^ the 
Kalamazoo parents (the Kalamazoo interview combined the initia- 
tion and monitoring phases) . 

The interviews x^7ere constructed to have probes to. follow 
certain lead questions. For example, when inquiring about the 
kinds of adjunctive therapies that were used in addition to 
medication treatment, if the respondent indicated that some ad- 
junctive therapy was used, the instrument provided a series of 
Specific adjdnctive therapies for the respondent to specify. 

The instrioments that were used for parents^ teachers, and 
physicians in the initiation phase contained the following sec- 
tions : problem recognition and response , diagnosis^ medication 

treatment and adjunctive therapy, attitudinal contexts^ and psycho- 
logical and social _ support . The monitoring ins truments contained 
one section oh monitdring, a section on social and psychological 

context, attitudinal context, adjunctive therapy, and medica- 

tion treatment. The interview schedule for termination contained 
a section on terninatidn, social and psychological context^ at- 
titudinal context, adjunctive therapy, and medical treatment; 
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The interview schedules for parents^ teachers and physicians, 
while tailored to their own unique possibilities for participation 
in the child's regimen, remained as parallel in form and content _ 
as possible. The instruments for untreated children consisted of 
sections on attitudinal context, social and psychological support; 

The Beliefs and Attitudes of Physicians , Teachers-, ^nd^ Parent s— 
Toward -the Hyperactive Children in Their Care , 

Assessment of Treatment, Parents, Teachers, and Physicians : 
This instrument was divided into three sections. The first sec- 
tion dealt with the _ seriousness of the child's problem prior to 
the initiation of .medication treatment. Respondents were asked to 
indicate the seriousness of the problem on a seven-point scale 
ranging from "ridrmal-nb-problem'' to "almost intolerable to live 
with" for parents; "amqrig the most serious problems I have seen in 
my patients" for physicians; and, "among one of the most serious 
problems I have seen in my students" for teachers. 

— _ _ _ « 

_ The_ second section of this iris trument _ dealt with the change 
in the child's condition since the medication treatment began. 
This was on a seven-point cbritinuum rarigirig from "very much im- 
proved" to "very much worse." 

The third section of this iristrumerit dealt with side effects 

and elicited information _ about the existence of side effects and, 

for those who reported side eff ects ,_ the . description of observed the 
side effects . There was also a sectibri iri which the respondent 
rated the seriousness of _ side eff ects bri a five-point cdritiriuum 
ranging from "barely noticeable" tb "severe requiring discontinua- 
tion of jmedication.. " These instrumerits were developed using as a 
basis (^!H9-28173 Clincial & Global Impressidris, 1973). 

General. Attitude Toward the Use df Medicatidri fdr Hyperactiv- 
ity: An eight-item Gu^tman scale was develdped to measure the 
respondents' feelings about the use of medication fdr the treatment 
of hyperactivity. The items in this scale were developed frdm 
polemic statements found, in the mass media arid sdtne pdirits of VT'^^t-r 
developed in the more _ schblarly literature. _ Pridr _ versidris df 
this scale were used in bur_research about _ the_ attitudes df 
teachers ^Robin & Bosco, 1975; Boscb & Rbbin, 1977). (The pro- 
cedures and details of the Guttman scaling are f bund iri i^pperidix 
B.) 

Specific Attitudes Tbward the Usedf Medication for Hyper- 
active Children: This instrutaent consisted of three items which 
elicited information about the attitude toward the use bf medica- 
tion for the child in the care of the respondent. It_ described a 
positive to negative continuum (from no reservatibn about the use 
of medication for the child through ambivalence tb disfavbririg the 
use of medication for the child in question) . 

Beliefs about Hyperactivity and Stimularit Drug Treatment: 



This instrument was developed to identify parent teacher, arid 
physicians *^ beliefs about hyperactivity and _stimulaht drug treat- _ 

ment^ it contained several sections^ The first section requested 

information from the respondent about their views on the nature 
of hyperactivity^ We also asked about their beliefs about the 
causes of hyperactivity^ These items were open-ended. The second 
section consisted of ten items wh presented alternate beliefs 
about the etiology of hsTperactiyi The instrument brought be- 
fore the respondent the maj[,or positions expressed in the litera- 
ture about factors which are posited as possible causes of hyper- 
activity; the respondent was asked to indicate agreement or dis- 
agreement or uncertainty about each of therpi^ A third section con-- 
tained information about the consequences of medication treatment. 
We asked sub3ects about the typical length of medication regimens , 

the side effects of medication^ the criticisms of the use of ^ 

medication i and the response to the criticisms of the use of medi- 
cation for hyperactive children. Tlie final section in this in- 

striament consisted of five items which dealt with factual informa- 
tion about medication, i.e.^ medication as a stimulant, medica- 
tion as a tranquilizer^ and so on. 

The physician instrument was parallel to the parent and 

teacher instrument but it requested additional information about 
the proclivities of the physician iri employing various, terms in 
diagnosing hyperactivity. In addition i it modified some of the 
questions about the nature > ideology, and consequences of hyper- 
activity to make them more apprdprlate for the physician. 

The Perceptions of Hyperactive Children About Beings Oi^gnos^ed . 
and Treated . " ' " \ 

Fbr this question we developed ari open-ended interview 
schedule. In ihterviewirig children we recognized the diverse 
ages arid experience levels of the subjects who would be asked 
to respond. We felt that the only. way to deal effectively with 
this variability was to create a flexible InstrToment for use by 
sensitive Interviewers. _ The Iristriment contained lead questions 
which were followed by alternate probes depending on the re- 
sponse to the lead questions. We also, provided altertiative forms 
of the lead questions so Interviewers had. options for restating 
the question if not tmderstood by the child. The interview schedule 
was organized so that the interviewer could terminate the ^ interview 
at various stages if the child's compreherisiiDri of the subject matter 
was simply riot appropriate to the questions being asked. 

The interview dealt with_the child's awareness of his or her 
condition and^the treatment of it, their experiences as a : 
"hyperactive child" with parents, teachers, physicians and their 
peers , and the logistics of medication treatment , i.e. , where,^ 
when ^ and how they received medication, their attitudes toward 
treatment, and their beliefs about treatment. 
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The Perceptipns_df Teachers, Parents and Ph^ ^ ^ 

Their^oles and the Role ot Others Toward the Hyperact ive Childr e n ; 



The__Patterng of Sy|tein Members Interaction with- kegard to the S axe 
of Hyperactive Children . 

Data fbr the examiriatidn of both of these questions were gathered 
-through a 35 item role inventory. This inventory was developed 
by analyzing the sequence _ of events for the hyperactive child^ 
ranging from__the recdghitibh of aprdblem to the termination of 
treatment. We wanted to provide _ items , for the role inventory, 
which were indicative of the act^-vities of physicians, teachers, 
and parents _at all stages of the .process _ Further ^ we attempted 
to exclude from this in str\iineht_i terns which would constitute im- 
usual and esoteric behaviors. The item pool was developed from 
the unstructured interviews, the literature search, and the dis- 
cussions with our consultants. The role inventory instrument 
was intended for the interviewee, response in the abstract^ What 
should be done for hyperactive children in general.^ Therefore^ 
for the theoretical purposes involved, _ all respondents irrespec- 
tive of sample or phase responded to the same instrument. 

Internally, the instrisnent. had several dimensidns . We first 
asked the respondents whether they thought the behavior speci- 
fied should be engaged in. This we .labeled the inclusion dimen- 
sion. If the respondent answered af f irtnatively , we asked who 
should be and who should hot be involved relative to this be- 
havior. This we labeled legitimacy . Finally ,. we ^ asked the re- 
spondent to indicate who has the main responsibility for the 
initiation or execution of th^_ behavior . .This we labeled domi - 
nance . The role instrument , /^therefore , yielded three measures 
for each individual. / 

Preparations fo^J^a.ta:^eollectio^^^ Instrument Refinement, 
Er^^es^s and . Interviewers Selection and Training . 

In order to^r e fine the instruments we conducted a pre-test 
using all instriments and procedures developed for the study We 
secured permission to mail questionnaires and conduct interviews 
in the Kalamazoo school system. Two schools were selected by 
school administrators . 

One of the first procedures to be tested was the selection 
and training of interviewers^ The competence of our interviewing 
staff was critical to the success of the project. Extreme care 
was exercised in interviewer selection. 

We had several criteria for interviewer selection. The ^ 

first was the requirement that the interviewers be female. Since 
most of the parents interviewed would be mothers, we felt the 
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need to maintain rapport^^ sought to eliihihate the social 
strain of male interviewing _ female^ in the_ inter 'home , 

about issues involving quite intense feelings : The second cri- 
terion was that the interviewers be We knew it would be 
necessary to have interviewers who had the capacity to deal vzith 
very difficult situations without regard to their own biases and 
beliefs. We sought interviewers who had backgrot^ in education 
since we believed that such persons would more likely have in- 
formation and skills which would make them more 
or achieve the skills needed in the interviewing situations w^ 
parents and teachers . We thought tha.t the experience in educa- 
tion would provide our interviewers with the ability to establish 
and maintain rapport with both the parents and the teachers with 
whom a cdllegial relationship might be established. The diffi- 
cult job market for teachers during this time provided us wit.h 
the ability to secure interviewers who had at least a bachelor's 
level teaching degree. 

We were especially, concerned about our ability to interview 

hjrperactive children. We observed interviews of hyperactive 

children by _ personnel in the. Reading Center and Clinic of Western 
Michigan University. From these dbsef vatidns > as well as from 
perusal of the literature, we developed a set of specialized^ 
techniques that we imparted _ to our interviewers in the training. 
These we imparted to _ a _ specially selected group of intervievzs 
during intensive training sessions to prepare them to interview 
the hyperactive children. 

Since _we_ believed that the status differential between inter- 
viewers, and physicians might preclude good interviews > we decided 
that all interviews with physicians would be done by the princi- 
pal investigators or by trained interviewers with doctoral degrees . 
The interviews vzith physicians would contain questions that dealt 
with medical judgment and conduct, and thus it seemed to us that 
these questions would best be asked by someone who carried the 
title of "doctor.'* 

Prior to the pre-test, we conducted a two-day training session 
with the interviewers to equip them with the skills and informa- 
tion heeded for the conduct of _ the. interviewing . We used the 

training session, to inculcate in the interviewers a sense of the 
sensitivity of the interviewing process and the need for pre- 
serving the confidentiality _ and security of the data. We also 
provided training with, the instrument schedules so that the 
interviewer would be able to administer _ the schedule in a senr>i- 
tive and a competent manner (see Appendix C for a description of 
the interviewer training) . 

The interviewer training had two other functions for us. 

it enabled us to try out the interviewing schedules-- to run 

through them as we conducted practice interviews--and as a con:: 
sequence we refined the instruments by smoothing out the format 
and eliminating ambiguity and awkwardness in the items. We 
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also used the interview training session as a screening 2rocess_ 
to select. those persons most capable of handlin,g the interviewing. 
As with all other . aspects of the pre-test procedure , the training 
and selection of interviewers were to be used as tests of the pro- 
cedure itself in the comparable phase of the major study. 

A report was provided to the Kalamazcd Public Schools after 
we.had collected the data. This report dealt only with the pre- 
valence aspect of the study from the mail questionnaire data. We 
had tbb_ f ew cases from the_iriterview_ stage of the study to pro- 
vide other useful data. (See Appendix D for a copy of the pre- 
study report , ) 

Following the completion of the pre-study we once again re- 
vised the instrxaments . _ At__this stage the revision was very com- 
prehensive and thorough. We found that some of the ins truitients 
we had developed were too cumbersome. 

During the Kalamazoo pre- test study we had nine different role 
inventories (one for each combination _ of phase and sample). Each 
subject was taken through three role inventories, one for him or 
herself (i^e^^^he parent was asked to respond to the role in- 
strument in terms of the expectations of parents) and one for be- 
liefs about the role_of the adults in the other two social ^ S3rstems . 
We abandoned this format and developed a_ role inventory which 
could be used for all subjects and all phases. The instrument 
that we developed as a result of this review was brought once more 
before our consultants and additional revisions were made. 

We had decided to request permission of the subjects to tape 
the interviews so that we would have a basis to verify the com- 
pleted Interview schedules. The tapes were also a useful means of 
ensuring quality control of the interviewers. In addition, 
listening to these tapes gave us a good under5 tanr'ing of some of ^ 
the defects and problems in the instruments that we had developed^ 
This understanding was further enhanced by the debriefing sessions 
held with the intervi^^^^s . Their perception, of the areas in 
which the interviewees failed to understand what was being asked 
them, in which rapport dissipated , in which fatigue set in, were 
invaluable in the instrument revision process. 



The Logistics of Data Gotlection 

At this point we began the selection prbces s for interviewers 
for the Grand Rapids study. The Western. Michigan University 
Employment Service, the Grand Valley College Emplb3nnent Service , 
the Michigan State Employment Service , the .Aquinas Cbllege Employ- 
ment Service, and the Michigan Employment Securities CoTniriissibn 
set us names and addresses of potential interviewees. whb met the 
criteria we had established during the pre-test in Kalamazbb. ; 

Approximately fifty prospective interviewers were contacted 
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and were interviewed by members of the research team in a pre- 
liminaryscreening . We screened out those who were working as 
substitute teachers in the Grand Rapids Public School system, 
those who appeared to us to be inappropriate interviewers because 
of their manner , and those who appeared to manifest, strong emo- 
tional responses to the subject area of the research. Thirty 
candidates were selected and began our training procedure for 
interviewers. The training procedure for interviewers was con- 
ducted in Grand Rapids during a three-day period. 

The candidates were instructed in the nature of the research, 
general interviewing, techniques and _ obj ectives , and the special 
problems that might be ehcduritered in this research. In the 
final day of training each of the candidates conducted apractice 
interview with one of the investigators and sdiiie were eliminated. 
Twenty interviewers were hired. 

As we developed the _ interviewer training sessions we took 
note of the need to develop p>rbp>er_ attitudes . We were aware of 
the propensity of _ interviewers, in large, scale. researches to de- 
velop casual or. sloppy habits, because they felt "it doesn ' t .mat- 
ter anyway." We worked very hard to develop ,_ in _ the interviewers, 
a protective and responsible p>bsture toward the interviewing pro- 
cess.. We stressed that it rep>resented. the. most critical arid cul- 
minating_s tage of a research .process, that had taken, several 
years.. .Further, we impressed upori_the candidates that . the re^ 
search _itself was intended to benefit. children and their families, 
many of whom vzere enduring considerable difficulties. We impresse 
them. with the fact that the respondents in this research. were _. 
sharing with us painful , impbrtarit feelings arid infbrmatibn^ The 
fidelity of their interviewing, then, was crucial not brily fbr 
the process of the research but for its human objectives.. In 
essence, we strove to make the iriterviewers feel not as if they 
were "hired hands" in the research project, but rather important 
members of a research team. 

The interview training sessibri prbvided ariother test, fbr the 

interview schedules. Qnce again. we found semantic and substantive 

problems in the interview schedules as they. were administered. 

Many defects in the iristruments were remedial. 

Mailed Questionnaires : Gotermiriously with the interview, 
training., the mailed questionnaires were sent to the parerits of 
all of the students in one half of the..eleinentary , middle, and 
junior high schools iri Grand _Rapids . . The. response, rate to this 
mailing was 55%. We were informed that this .v/as. the highest .re- 
corded response rate to mail questionnaires, in. the histbry bf _ 
mailed questionnaires to parents of that schbbl. system. We had 
hoped to achieve an even higher response rate, but we were satis- 
fied after analyses of the non-respondents that we had an adequate 
representation of our population. 

Our return rate was critical since we knew that we were 
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capturing a phenomenon wfiicfi was , in absolute terms ^ quite low. 
Assuming a. three to five percent rate or prevalence of hyper- 
active ^hildren^ it was necessary for us to have a large re- 
sponse to capture a sufficient number of hyperactive children for 
subsequent aspects of the research. 

At the same time, we mailed our questionnaire to all the 
teachers in the selected Grand R.apids schools , The mailing to 
the teachers encountered some unanticipated difficulty. We 
discovered that the second mailing to the teachers that had gone 
out that day, jR^hich was to have contained the questionnaires , had 
been mailed without the questionnaires Upon discovery of this, 
we telephoned each principal informing them of our mistake. We 
developed a second ''second" mailing to the teachers which con- 
tained a note of apology along with the. questionnaire and we_ 
asked the principals to inform the teachers that we had caught 
the mistake, and that the first letter they received. which er- 
roneously referred to an included questionnaire should be dis- 
regarded. A second letter, which arrived _ the next day, contained 
the questionnaire. Subsequent to the delivery of the. second 
letter, we did receive some calls arid.ridtes from teachers - some 
harsh, others reflecting puzzlement. We felt chat we had rectified 
this mistake. Our subsequent contacts with teachers and the re- 
turn rate, which was 73%, _ reassured us _ that the unfortunate error 
had not placed the study in any major jeopardy. 

Responses to the_mail questionnaire were_ secured through a 
process developed by Robin. _(1964) . This involves a series of 
five possible mailings . . All respondents received a prequestioh- 
naire letter in which the purpose of . the study was _ conveyed , a 
rationale for responding provided and the reader altered to the 
fdurth-cdraing questionnaire . The second letter, to the respondent 
contains a cover _ letter , questionnaire, and self -addressed enve- 
lope. The third Letter , _ sent only, to non-respondents ,^ urges a 
response. A further mailing to those not. yet responding .contains 
a letter, another que.stionnaire , and another stamped, self-addressed 
envelope. Finally, thos.e who have not yet returned their ques- 
tionnaire received a fifth letter. .These mailings were received a 
week or less apart.. The content of the second through fifth 
letters changes gradually in emphasisj the first letters stress 
the importance of the research; the later ones, the importance 
of the respondents. 

We attempted. to cdrifirie dur _ fdlldw-up letters to those teachers 
who had riot returried their questidririair.es. This presented a. _ 
prdblem sirice, iri addition td all data being. cdrifidential , all 
of the responses were td be aridriymdus a_s well^ Td achieve this 
we used the techriique develdped by Gldck and Stark (1966). . This 
irivdlved ericldsirig a pdstcard, self-addressed .arid .stamped ,. dn 
which the respdriderit. wrote her _ dr his name and indica.ted that she 
dr he had returried th.eir ques tionnair.e separately.. This post- 
card wa.s drdpped in the mail and checked against the_ master list 
df teacher sample. This process prd^7'ided, sequentially, the 
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mailing lists for the third, fourth, and fifth contacts. 

Obtaining the Sample: A three step process was developed 
in. order to secure the sample for the parental interviews . The 
first step involved a screening of all returned mail questionnaires 
to determine if there were any positive responses on any of the - 
items indicating _ that the child had been medically diagnosed as 
hyperactive. This was done by a staff member. The second step 
involved one of the principal investigators inspecting all of 
those questionnaires that had been flagged to see if there was 
sufficient data, on the questionnaire to warrant further investi- 
gation. We excluded many children from bur_ sample at this point 
because the first, step had. been a very. rough screening and thus 
there were many children who. were receiving treatment or had some 
.sort of condition reported which was in no way associated with the 
hyperkinetic child syndrome. 

If one of the principal investigators felt that there was 

sufficient reason, to believe that the child might be designated 
as hyperactive, then this questibnha.lre was_ carried to the third 
stage. The third, stage involved a phone _ call to the . parent to. 
verify that the child. had received a medical diagnosis for 
hyperactivity. _ In this ease an. interview with the parent was 
arranged. We found that our initial belief that the determina- 
tion of a medical diagnosis would be an explicit phendmendn was 
more problematic than anticipated. 

The interviews normally took place at the home of the parents. 
Qccasionally they were scheduled, at the request of the respondent^ 
elsewhere in Grand Rapids. Interview packets. with the proper 
interview schedule and all bther.heeded materials .were__delivered 
to the Grand Rapids Public Schools - Western Michigan University 
Center for Educational Studies . The interviewers., after being 
Informed of their interview schedule, piefced^up the appropriate 
interview materials and left completed materials. 

Quality control of the. interviews was ensured by a _ procedure 
in which the investigators listened to the taped interviews and_ 
evaluated the interviewer ' s per formariee . (See interviewer quality 
control form in Appendix E.) The interviev/er vzas then contacted 
by telephone by one of the principal investigators and. the inter- 
view rating discussed with the interviewer. This . quality control 
procedure helped us correct problems of intervievzing . _ In. some 
cases interviewers received more formal retraining and.a^half 
dozen or so were terminated after their first or second inter- 
vlew(s). We were especially concerned that ihterviev/s which re- 
flected high quality interviewer procedures _be acknowledged by us 
and that we provide positive reinforcement for such interviews. 
The relationship between the principal investigators and the inter- 
viewing staff constitutes an important factor, in . the . excellence of 
of the interviews. We found it useful to talk with interviewers 
about experiences^ observations , and feelings generated by. the 
interviewing process. These conversations provided us with in-- 
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sights and understandings that enabled us to make modifications 
in procedures and to _alert us to fihdihgsof consequence ; Also 
these CQhversatibhs demonstrated to the interviewers_ the impor- 
tance of their ftinctioning and a realization that completed 
interviews were hot falling into limbo. 

Several interviewers encountered di and unpleasant 

experiences during the conduct of the interview. One interviewer, 
for example , _was accused of displaying racist attitudes even 
though, upon review of the tape, there was little in what was said 
or done to warrant such accusation. The problem we faced during 
this stage , of the research was handling the logistics , the sub- 
stantive aspects of the research, and maintaining sufficient 
proximity to the conduct of the interviews to ensure the quality 
of data. 



The interviews with the teacher^ the physician, arid the child 
were arranged after the parental interview was completed . At 

the conclusion of the parental interview^ the iriterviewer asked 

the parent if she or he would permit the research team. to contact 

the child's teacher, the child's physiciari,- arid the child in 

order to conduct a similar interview. The majority (92%) of the 

parents agreed. The parents were asked to sign a special form 

(see Appendix F) which provided writteri cdriserit to set up the 
additional interviews. 

The teachers were cdritacted by our office staff to schedule 
their interview. The teachers were irifdrmed of the riature df 
the research, df the parerits' permissidri td contact them, arid 
of the public schddls' permissidri td cdriduct the research by 
interviewing them. The teachers were usually interviewed iri the 
schddls, duririg their break dr after schodl. The question df the 
mdst apprdpriate teacher td interview pdsed a prdblem iri .some iri- 
starices. We detertiiiried which teacher td iriterview by exatrtiriirig 
the case arid, iri sdme iriscarices_, by checkirig back with the parerit 
to get mdre irif dririatidri abdut the child's classroom assigrimerit 
arid, iri dther_ instarices , by seeking _ advice from the central, 
office td eriable us to determine which. teacher would have the 
most complete irif drmat ion about the child iri question. 

The physiciari interviews were secured by makirig _ cdritact with 
their dffice after they had received a letter informing them 
about the researcharid providing _ other _ irif drmatiori necessary to 
get their cddperation . The physiciari interviews were_usually 
conducted iri the offices of the physiciari. Iri several, ins tances , 
physiciaris who_ had been irivdlved in the_ treatmerit df Jthe child 
in our sample had moved from the. Grand. Rapids .area. We made 
efforts td secure interviews with physiciaris Wheriever it was 
feasible .everi if they had moved out of st.ate.. Iri. most iristarices 
we were able to secure the interviews with physici.ans who had 
moved.. In .a couple . ins tances , the physiciaris who had moved 
felt that they had insufficient contact or recdllectibn df the_ 
case and that even the securing of the records of the case would 
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not be of use in providing the response to ttie interview; When 
it was necessary to get an interview from a physician who had 
left the area (or in some cases the practice) ^ we arranged with 
the practice that was currently holding the records for a copy 
of the records to be sent directly to the physician and returned 
or destroyed following our interview. Since the physicians cons ti 
tuted the smallest of the four samples in the research (because 
some physicians were treating a number of the children in our 
sample) , we were particularly anxious to get interviews with 
physicians whenever possible. 

The physician interviews required the most involve logij- 
tical arrangements. It is not customary for a receptionist in a 
physician's office to get phone calls arranging for interviews , 
thus a good deal of time was spent in making a number of calls 
and arranging the time and dates for the physician interviews ^ 
The physicians were remunerated for the interview at the rate of 
$40 for the basic interview. Multiple interviews were prorated 
accordingly. In the case of a physician treating four children 
in bur sample, for_ example, we needed to go through the sections 
of the interview which were child specific for each of the four 
children, but it was only necessary to go through the items which 
were general once. 

In_arranging the child interviews we had three concerns. The 
first of these was that bur research would not itl any way con- 
tribute to stigmatizing the child. We did not want the children 
who were included in bur sample to be set apart from their peers 
by being singled out. It was iinpdrtarit to us that the inter- 
viewing process not contribute _ tb the problems that we perceived 
might occur for_ hyperactive children. A second concern was for 
the safety of the. children and the maintenance of control over 
the children as they prbceeded from their classroom to the inter- 
viewing situation and back tb their classroom. A third concern 
was that the .interview not result in a loss of important instruc- 
tional time for. the child.. We did not want the interviewing to 
disrupt the child's educational program. In order to deal with 
these cbncerns^ we .vzbrked with the building principals to as- 
sure that scheduled interviews did riot interrupt instruction. 

In a cbuple bf_ iris tarices , parents who had given their per- 
missibnfbr their childreri to be iriterviewed requested that they 
be permitted to atterid the interview or have an opportunity to 
hear the recbrded iriterview with their child. Pveluctantly , we 
allowed a few. parents to sit iri bri the interviews (silently) . 
We did not allow parents access tb interviews conducted in their 
absence since we felt this.wbuld cbnstitute a violation of the 
confidentiality of the child. Sbme parerits accepted this when 
explained to them and permitted.us tb conduct the iriterview. In 
other cases it resulted in the loss bf an iriterview. 

We selected the child interviewers by securirig the best and 
most appropriate interviewers on bur staff. We reviewed the 
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interview cdritrdl fdrtni selecting the best inerviewers and re- 
viewing a sample, of . tapes _ frbiii the candidates. We chipse six of 
eighteen available interviewers _ on our staff and provided ad^ ^ 
ditidrial interview training _ during a dtie-^day session. The child 
interviews were done exclusively by this team of interviewers and 
there, were rid instances of difficulties or complaints arising from 
the child interviews. 

Data Mariagemerit : _The coding of _the iriterviews presented us 
with 'a very substantial task. We had approximately six hundred 
complicated and sensitive interviews to code. Everi. though many 
of the items were closed-ended arid response categories, were pro- 
vided, we ericouritered mariy variatioris ir response which required 
us to develop additiorial codirig categories. Other procedures. for 
coding the datk had. to be developed f or operi-ended arid uriusual _ 
questions; We developed rigorous procedures for quality control 
of the codirig processj^ These procedures irivdlved . double codirig 
of iriterviews ,^ the indriitoririg df all coded interviews, and^ ._ 
special trairiirig of pefsdririel, cdding supervisors, to adjudi-_ 
cate ambiguities and matce decisions in a corisistent arid rational 
fashion. 

All coders underwent a formal period of training prior to 
being entrusted with the cdding process. During the training the 
principal irives tigatdf s made a _ presentatidn in which they attemp- 
ted td iristill a sense df the. impdrtance df the coding process 
iri the cdriduct df research. New cdders had special quality con- 
trol checks updn their wdrk built intd the coding process. 

The cdding df data for projects such as this is an arduous 
arid mdridtondus task. We were cdncerried that sloppy work habits 
might develdp as the task wdre dri, Cdnsequently , we developed 
a quality cdntrdl prdcess fdr cdding' in which quality control 
pfdcedures were iricreased tdward the end of the task (see Appen- 
dix.G). Several times. we met with the cdders^ discussed the 
cdding . process., arid tried td dd and say the things required to 
maintain a high_level df.mdrale . during this ciimbersdme stage of 
the research.. .Ori several occasidris we brdught the staff to a 
luncheon at .which time we. reviewed fdr th.etn the process of the 
research, and secured f eedb.ack . f rom them abdut ; the cdding prdcess. 
Once: again we fdurid_that the irif ormaticri dbtairied from them vcas 
invaluable to us. Ofteri they wduld. express reluctance to pro- 
vide criticism or corniherit because they felt that we were aware of 
it or that it was iricorisequeritial . Iri several, ins tances , hdw- 
ever, these comments . prdvided extremely helT:)ful infornatiori, ' 
enablinf5 tis' td identify arid sumdurit problems in the cddiri2 process; 

We coded the data. onto mark sense sheets. as ari_iriterim stage 
iri the process, of developing cdmputer data file?. This prdcedure 
was chosen rather than using direct acjcess td tape iri drder td 
improve our ability ^to_ check the data for errors and td enable us 
to employ a larger work force td code Che data as rapidly as 
possible. 
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In transferring che data to tfie computerwe recognized that, 
in some ins tances , the actual words of the interviewee were re- 
quired to capture the flavor and full meaning of the comment. 
Thus , we instituted a process cailed "data sweep" which consisted 
of a review hy the principal investigators of every interview to 
determine which segments of the interviews should be transcribed. 
The data sweep was also used for those _ questions in the inter- 
views for which precdded answers were inappropriate and for which 
a content _ analysis was required prior to the extraction of data 
from the interviews . 

After the data were "cleaned" and organized in data files, 
the principal investigators reviewed the array of data case by 
ease in a process called "final adjudication^ " In this process 
all cases were examined for anomalous data , and to provide the 
ultimate phase classification. In some cases decisions were made 
about case retention in the sample. It was at this point that 
the final sample was determined and that the phase categoriza- 
tion of each case made. 



Researcher as Resource 

In conducting this research, we sent out almost eleven thdu^ 
sand _ questionnaires to parents iri the Grand Rapids, community, to 
elicit information about behavior and learning problems of their 
children. Our reason for serldihg the^e questionnaires was to 
secure data about those problems which would. enlighteh_Jis_ about 
the diagnosis and -treatment of hyperactive children. _1>Jhile this 
was the intended function for the research, it ^served another 
purpose. The questionnaire focused attehtibh for some parents on 
' conditions and -problems which were causes of acute concern. The 
questionnaire for_ these parents was seen not as a means of pro- 
viding information for researchers but rather as a potential ave- 
nue for getting help. The act of asking the kinds of questions 
in the questionnaire led some to perceive us as a resource. 

As the parents returhed_their questionnaires , we noted on 
many of them requests for information or assistance for problems 
that they described in greater detail than called for by the 
questionnaire. It was_impossible to cas t these aside as 
tangential or irrelevant to the research. We had intruded our- 
selves into their lives and felt respons ibility for the 

consequences of this intrusion^ At the same time we recognized 
that our f irst obligation was to achieve the^g of the proj ect . 

We were aware that the limitations of our resources and capaci- 
ties posed limitations in our ability to respond. Our resolution 
of this was to serve as a broker. We . ttempted to steer in- 
dividuals in a _ direction where they might receive help from the 
resources within the comrtiunity and the school system. 
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Many. of the parent s experience great difficulty in navigating 
the drgahizatidn of schools and agencies when they are seeking 
help for chronic probleins. We had not ccTunted on spending time 
channeling persons to places where they might receive help yet, 
indeed, felt an obligation to do so. We had become a resource 
within the school system and cdmmunity and we tried to provide 
^elp - not by giving primary care - but. by providing responsive 
and compassionate assistance to those v7ho contacted us by letter 
and phone during the course of . the research. jResearch in a sen- 
sitive human area ^ we_ were vividly retoinded, should generate a 
sense of obligation that must be carefully discharged by the re- 
searchers. 

These experiences alerted us to another related problem in 
the research. It occurred to us that , in the process of inter- 
viewing, parents and teachers might see the interviewer as a 
resource for information, on hyperactivity. Our task was to pro- 
vide a procedure for dealing with questions from interviewees, 
(i,e.^''Is the Finegold. diet ef f ective?" J'Will Ritalin retard my 
child's grdwth?"3S so that our interviewers could respond in an 
ethical mahher that would preserve the rapport needed for effective 
interviewing. 

We dealt with this by setting up a series of meetings for 
parents and teachers who had_ identical, and educational questions 
about hyperactivity and its treatment . Parent and teacher respon- 
dents were inforaed of these sessions when they raised substantive 
questions with the researchers. They were invited to attend by 
the interviewers. The first session was held for parents and 
teachers in the Kalamazoo area as a result of our pre-test data 
gathering activities. Two other sessions, were held. in Grand. 
Rapids at the termination of the data-gathering activities there • 
Parents and teachers who attended these sessions were able to 
discuss their questions with experts."^ 



Dealing with Sensitive Issues 

One of the members of the NiMH site visitation team involved 
in our. professional review had been involved in an episode in 
Massachusetts which led to the passage qf state legislation pro- 
hibiting research dealing with psychoactive medication for 
children. He informed us aga.in and_again that research of the 
type that we were proposing was difficult if not impossible to 
conduct . it was his belief that the climate was such. that re^ 
search dealing with the treatment of psychoactive medication for 
school children generated such controversial and volatile, issues 
and problems that the conduct of our research was ihfeasible. 



^ We wish to thank the participants.in these .sessions for their 
time and help. They are^ Samuel .St.auffer , H.D., Edward Birch, 
E.D.D^, Mark Hinshaw^ M.D.^ Donald Waterman, M.D., William Reeves, 
and Garret Vander Lugt, E.D.D. 
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This experience sensitized us further to what we hadrecognized-- 
that this research could indeed be aborted because of controversy; 
thus, it was necessary for us to develop procedures and techniques 
to guard .against this -possibility. We recognized that, even with 
ca.reful develbpmehfc of proced ures to offset the sensitive nature 
of the research, it was possible thit thi' study could be .disrupted. 
But we were convinced that we ^through our actions, could have 
an impact on the probability of this occurring. The most impor- 
tant set of actions, we felt, were preventive in nature. 

Throughout this research, we kept reminding ourselves of the 
need for_ candor _ and complete public disclosure about what we were 
doing,, what we intended to do^ and why we were doing it. We felt 
that this was the bes t insurancef or the successful completion of 
the research. We avoided the temptation to be coy and secretive 
about our activities. If the research were to be disrupted, we 
preferred it to be because of a response to accurate information 
from us rather than rumor and conjectuire. 

In implementing this policy,, bur cbmmuhicatibhs with parents, 
teachers or physicians included the invitation to contact us by 
phone with__any questions or concerns that they had about the 
research^ We.setup an _ incoming^ toll-free WATSline so that 
persons from Grand Rapids could easily aVaii themselves of our 
invitation.. During the course of the research we received hun- 
dreds of phone calls on this toil-free line. Many of these calls 
dealt with fairly routine matters ^ Perhaps' the most common was 
the belief bf some parents who received the questionnaire that we 
had reason to believe that their child some behavior learning 

problem. Although the sampling procedure was explained clearly 
in the letter to them, many parents were anxious enough to want 
to double check this point. 

Our staff was given instructions dnhow to deal with this 
and other such routine questions (e.g.., information about where 
to send the questionnaire, _ request for anbther questionnaire to 
replace one that had been lost* and. so on). The staff was further 
instructed, to channel ariy_ non-routine calls to one of the princi- 
pal investigators . At all times duringthe course of the data 
gathering process one of us was available to take calls. These 
precautions also extended to contacts the_ staff initiated with 
the respondents (e.g., checking out information, setting up 

interviews, times and schedules, and so on^) If ^ they encountered 

any problematic interactions or any expressions of anxiety, 
hostility, or need for information beyond their knowledge, we 
handled- the call. As aresult of these precautions, there were 
extremely few irate, unmollified responses by parents and teachers. 

in research of this nature it is important that interviewrrs 

realize Jiow seriously the investigation considered their pledge 
of anonymity and confidentiality. No agency had access to iden- 
tifiable data or the names of the respondents. In an attempt to 
provide maximum security, we established a procedure whereby no 
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more than bhe_ member of a set (parents , teachers , physicians or 
child^ would be interviewed By a given interviewer. The schedu- 
ling had punctilious surveillance to make sure that no inter ^ 
viewer would be in a pos one member of a set with 

infoiniiation given that same person by_anpther member of the same 
set^ We wanted to eliminate deliberate or accidental breach of 
confidentiality by removing the interviewer from, the possibility _ 
of becoming a conduit between parent, teacher, physician or child. 

'During; the cdursi of interview training, it became evident 
to us that some means of dramatizing the seriousness of the cdh~ 
fidehtiality was necessary , Qne of the prospective interviewers 
during our training session was quite concerned about the requi 
nients of state law upon teachers to provide information pertain- 
ing to chilc^ jthterviews . Michigan had recently enacted legisla- 
tion providing that individuals in certain occupations > among them 

teachers, are required to furnish information about child abuse 

to authorities. This interviewer trainee anticipated a situation 
which could possibly leave her with the^obiigation to furnish 
such information to the authorities . It was our belief, verified 
by checking with legal counsel^ a our disposal, that our primary 
responsibility was to protect and preserve the cpnfidentiklity of 
the data and the anonytnity of the respondents. As a result of 
this experience, we recognized the need to ensure the confiden- 
tiality of the data by requiring all interviewers to sign a 
pledge of confidentiality (see Appendix H) . 

Access to data was another concern stemming from our uhder- 
standing of the sensitive and volatile nature of the research. 
We established very elaborate procedures to guard the integrity 
of the data. All data were. stored in locked. cabinets , and ac- 
cess to. these . cabinets was limited to the principal investiga- 
tors, the administrative assistant, and bur three data supervisors 
No data coder was permitted to access data other than the data 
being codedi All coding was done in a room wherein access also 
was limited. The first step in the process of making the data 
computer sensible involved the removal of all identifying infor- 
mation from the interview^ No accessing of computer files or 
data banks can result in the identification of any of the respon- 
dents. 

These procedures were de to meet problems of the pro- 

ject respondents and research staff . A set of similar activi- 
ties were undertaken to attempt to head off potential problems 
at points where the research would intersect with the larger 
community and with the involved medical and educational communi- 
ties. In anticipation, we attempted> well before the data 
gathering phase of the research^ to acquaint all who might be con- 
cerned and alert to this research with the _ fullest, possible In- 
fdrmatiori about the research arid about their possible partici- 
pation in it, We requested and_receiyed_permi_ssion_to speak to 
the principals* meeting of the .Grand Rapids Public School system. 
At this meetings we explained the nature and intention of the 



46 



research. We explained _the proposed participatibri of teachers 
arid students. We talked about the interview schedule and the 
mailed. questionnaire, in detail. We attempted to defuse hostility 
or anxiety on the part of the principals; 

There was some concern expressed by principals about the re- 
search. Principals are involved in many different, programs and 
they feel that there are many "lay ons" imposed on them. As 
this meeting progressed, we found an increasing level of hosti- 
lity toward our activities.. At a very critical point in the 
meeting, one of the key administrators of the school system, made 
a very strong statemerit of _ eridorsement _f or the research explairi^ 
ing that he had a_ hyperactive child and that he^as a parent, was 
aware of the problems that we were seeking to address (The inves- 
tigators were unaware of this to this point.) and that the co- 
operation of the school system was highly desirable. This conment 
by a person who was respected and powerful turned the tide. _ 
Throughout the research we enjoyed a positive relationship with 
principals . 

We also contacted, other key administrators in the school 
system. We met with them and explairied what we were attempting to 
achieve through the research and how it would proceed. Since the 
conduct of the research required the cooperation of the teachers * 
we met wxth the chief adtainistrator of _the Grand Rapids Public 
Schools Educational Association and .informed him about the_ re^ 
search. He brought a description of the research before the Ex- 
ecutive Board of the 6REA and this organization authorized 
teachers to participate if they so chose. _ The atnburit of coopera- 
tion required for successful completion of this research from 
school administration, from the individual schoo]^ building per- 
sonnel, and from the individual teachers was _ enormous. it is our 
strong belief that, given the apprehension about this topic, it 
would have been impossible without these measures to gather the 
data rieeded to conduct the research. 

Of equal importance were contacts with the medical community 
of Grand Rapids. Wi met with the pediatric sections of the two 
major hospitals in Grand Rapids. Jointly they accounted for the 
majority of practicing pediatriciaris . At these sessions we de- 
scribed the nature of the research arid explained the participa- 
tion that we rieeded to obtairi from the medical _ community of Grand 
Rapids. We also contacted persons cbrinected with. family practi- 
tioners in Grand Rapids to_ assure that cbmmunicatibri with, this 
group of practitioners would take. place. .Shortly b.efor.e begiririirig 
the interviews_, we had a description of the research published iri 
the Kent County Medical Bulletin (see Appendix I) . 

In instances where there were questions about the credentials 
of the investigators to conduct the research or other matters 
that involved sensitive issues for the medical community we 
were able to get the assistance of a prominent Grand Rapids physi- 
cian who answered questions and concerns from his colleagues.^ _ 
Iri esserice, this person served as a hotline for us to the medical 
cbmiriuriity bf Grarid Rapids. 
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.Duririg_the most active period of data gathering, in spite of 
bur best efforts, two untoward events did occur that had the 
potential to threaten the success and continuation of the research 
Shortly after the questionnaire had been mailed we received a call 
from a person who was concerned about the research and requested 
more information. He toldus that he. had heard we were working- 
with the school system to identify children who had undiagnosed 
minimal brain dysfunction. It_ was his understanding that we would 
tell the school _s_ystem who ought to be diagnosed as minimally 
brain damaged. _ We informed him that such was_not the case. We 
told him that while we hoped to provide information that would 
lead to an improvement of procedures and policies in the Grand 
Rapids school system at no time could we nor would we supply in-^_ 
formation pertaining to specific children; moreover, no diagnostic 
or screening activities were a part of the research. 

The caller then. requested more informatibh about steps which 
would follow the. mail, interview stage of the research. We de- 
scribed in detail each of the procedures that we followed after 
the questionnaires had been processed and after we had identified 
the children who had been diagnosed as hyperactive^ At this point 
he expressed concern that we had misled our subjects . He told us 
that none of the letters which accompanied the questionnaire de- 
scribed in sufficient detail the interview stage of the research. 
Our response was that we had made the decision concerning level 
of detail in the questionnaire based on the fact that the inter- 
viewing would involve a very small percentage of those who were 
recipients of the mail questionnaire. We informed him that we 
planned to recontact those whom we would interview and^ if for 
any reason, those parents were unwilling to grant us _ an inter-^ 
view, the request would be dropped without any questions asked. 
We did not see this as a breach of ethics. 

Two days later we received a "call from a reporter at Gharihel 
13 in Grand Rapids about bur research. _ She tbld us that she had 
been contacted by a representative of the ^fflefican eivil liberties 
Union (AGtU)^ The AGtU was concerned about the violation of con- 
stitutional rights of our respondents^ Given the content of her 
remarks it seemed highly probable that our previous caller was 
the representative of the AiEt.U. 

The reporter wante^ to send a news t^ to interview us . We 
realized that _adverse exposure on television could j eopardize or 
even cause termination of our research. We informed the reporter 
that we would be available for an interview but asked that in 
addition to us that there be some representation f rpm_ the school 
system. Many of the concerns that the person from ACLU had_ raised 
^^tivolved the school system's posture and use of the research; it 
was our belief that a school system representative should speak 
to these issues. We were prepared to _ deal_ with. all aspects of 
the research, but could not provide first-hand infbrmatibri abbut 
the school system's involvement and use of the research. 
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A fcelevisibri interview, under these conditions was conducted; 

We and the sehool officials responded to the questions and de- 

scribed what we were doing. The story was presented as the first 
news item of the local Srand Rapids hews bri the 6 o'clock news. 
The handling of the story^ however, was very positive and suppor- 
tive of our research. The reporter was convinced that we_ indeed 
Were not planning on identifying minimal brain damaged children 
for the school system unbeknownst to the parents of the children 
and that What we were trying to do was not improper. The news 
story concluded by advising that if parents v/ere willing to take 
the time to fill in questionnaires this infromation could well be 
useful to the school system. The incident coincided v/ith an in- 
creased wave of mail dues tidnnaire responses contributing sub- 
stantially, we think, to the total response rate^ The AGLU wrote 
a letter to the school system informing them that they were 
troubled by the research but they took no further action. 

The final incident had its genesis prior to the initiation 
of the research. in 1975. the popular author Vance Packard con- 
tacted us by mall about early research we had published about the 
attitude of teachers in the Grand Rapids Public Schools^to the 
use of Ritalin. We had responded to Mr. Packard by se.'.ding him 
copies of work, by corresponding with him in detail and by re- 
viewing not only his presentation of our work but the entire _^ _ 
section relevant in his publication The F^oyle Shapers . For this 
we were given special mention and thanks . 

As the data collection phase was concluding in the late 
spring of 1977, Vance Packard went to Grand Rapids to give a 
public lecture. In a television interview he indicated that _ the 
school system was avidly pursuing the medication of hyperactive _ 
children and he cited our research - incorrectly - to support his 
contention . 

Upon being alerted to Mr. Packard's presehtatioh on Channel 
8 we contacted the show host and Were invited to appear _on his 
prdsram During our presentation We corrected the misinformation^ 
We ilso'used the occasion to discuss other aspects or the research 
and to express ou^ appreciation for the collaboration of the Grand 
Rapids Public School system, the parents, physicians, and children, 
There were no untoward incidents as a result of this television 
exposure and no repercussions that V7e were aware of. 
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NATURE OF THE SAMPtE AND PREVAtENGE QF HYPERACTIVITY 



The purpose of t&e mailed questionnaire as described in 

Chapter Three was twofold^ one purpose was to provide some indi- 
cation of the prevalence of hyperactivity and a measure of the 
ways in which hyperactivity was being treated in the Grand Rapids _ 
Public School system; the second purpose was to secure a sample of 
hyperactive children in order to interview their parents , their 
teachers, their physician and the children themselves^ In order 
to do this, we sent the ques tionnaire (as described in Chapter 
Three) to all parents of the children in half of the elementary, 
middle and junior high schools of Grand Rapids, Michigan. A 
total of 10,803 questionnaires were mailed. We secured 7,235 
usable responses or 67%. 

At the same time we sent the teachers of the same schools 
their questionnaires as a check on the prevalence rate. Of the 
570 questionnaires mailed, 417 (73%) were returned. 

An analysis of the questionnaire from the parents yielded 
5,827 "negative" returns , that is , children with no sign of diag- 
nosed hyperactivity; 1,186 ''false positives,*' those_ ques tiqnnaires 
about children who appeared possibly to have been diagnosed as 
hyperactive and required further follow up and verificationi and, 
ultimately, 229 "positive," those children who appeared to have 
been diagnosed as hyperactive. The analysis of prevalence and 
treatment was made on the 229 children, though some small refine- 
ments were later made in the interview sample. 

We have noted in our discussion of the controversy surrounding 
hyperactivity arid its treatmerit that there are medical, technical, 
political., and moral questidris that have not been answered. One 

such "technical" question, arid_ari important one is; What is the 

prevalence of hyperactivity? Related to this question is the issue 
of the frequency of various _ types of creatmerits for hyperactivity. 
Since much controversy has irivdlved allegations of promiscuous 
diagnosis of hyperactivity (or related diagnoses) and treatment 
with stimulants, theriature arid quality of the dat^ about preva- 
lence, are extremely impdrtarit. Further, reliable information on 
prevalence could be useful in addressirig ques tions about the eti- 
ology , epidemiology , and needed scope arid riature of medical and 
educational programs and pdlicies for the welfare df hyperactive 
children. 

Qne of the first major public cdrif rdritatidris dri the issue of 
prevalence of hyperactivity occurred eight years agd before the 
House Subcommittee of the Go^ittee on Gdverrimerit Operatidris 
(Gallagher, 1970). "At that__:ime, essential informatidri was uriavail- 
able to expert witnesses. The transcript of the testimdriy before 
the House Subcommittee illustrates how inexact was the irifdrtaatidn 
oh prevalence in 19 70. 
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Mr. Rosenthal. eould anyone tell us what is the pro- 
fessional estimate, as to the nuinber of children in_the 
United States that may be affected by MBD disorders ? 

6r^ tipman. Based on the percentage figures _ that we 

have seen^ which have ranged from roughly 3 to 10 percent 
of the school age population, we would . estimate soniewhere 
between about 1% to 3 or 4 million children. Based on 
surveys . 

_ At another point in the hearing a related issue was considered: 
the extensiveness of the use of' stimulant medications for the treat- 
ment of hyperactive children. 

Mr. Gallagher. How many children would you say today 
are being treated - we_have seen quoted a figure of some 
200,000 to 300,000 children. Would that be correct? 
More? Less? 

Dr. Liptnan. _Well^ if you restrict it to amphetamine 
and to Ritalin, I would say that, figure. is probably high. 
It would probably be closer to about 150,000 to 209,000. 
That is just a rough estimate, Mr. Gallagher. 

Mr. Gallagher. Now, further, the man who gives that 
figure. Dr. Lipman^ _who_we are speaking to here, you 
said that perhaps 300,000 children are how oh the 

Dr . Lipman. __This is incorrect. The figure I pre- 
sented had 200,000 as an upper limit. 

Mr. Gallagher. Then further you state, \'l think the 
results of the last few years of research will soon reach 
the i^^ation' s .doctors.. The_ pediatricians will begin using 
them." In effect, what will happen is it will zoom as 
word of its success spreads throughout the Nation's 
medical community. 

Where do you think it will zoom to 5 years from how? 

Dr_. Lipman... I didn't use the term "zoom." I said 
it would probably increase. 

Mr. Gallagher. I think your enthusiasm led to the 
word "zoom. " 

Dr. Lipman. . I guess really some evidence that we 
have indicates that child psychiatrists tend to be using 
iiKDre of the stimulant drugs than pediatricians, I think 
the more recent studies that are well controlled and 
meet scientific standards have strengthened the earlier 
clinical reports and I think as the scientific validity 
of the treatment of children with hyperklnesls with the 
stimulant drugs as part of their total treatment program 
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becomes better known and better accepted by the medical 
community, that there probably will be some increase. 
Now, where it will go, I don't know. 

Mr. Gallagher. Do you. think it should be allowed 
to increase or zoom or whatever .word. we. want to use^ on 
the basis of the follow-up studies which involve^. as I 
recall, some 250 children out of 200,000 or 150,000 or 
300 ,000 , whatever is the correct figure? Are we justi- 
fied at this point in further funding the use of amphe- 
tamines for children? 

Dir. Lipman. Well, I think there are many gaps in 
our present knowledge. (Gallagher, p. 16) 



Previous Research on the Prevalence of Hyperactivity 

_ An examination of _ the. research literature on ihe prevalence 
of hyperactivity_reveals why the. expert witnesses had difficulty 
testifying in 1970. .Unfortunately, the research conducted subse- 
quently provides no firmer basis for bur understanding of 
prevalence. 

_ Huessy (1957,. 1974) ^ _Huessy and Gendron (1970) ,_ and Huessy , 
Harshall, and Gendron (1973), _in research using teachers' ratings, 
found the rate to be between 1Q% and. 20*^. _ -Werner , Bierman, French, 
Simonian, _Gonnor , Smith, and Gampbell (1958) reported 8-9% of the 
boys and 2-3% of the girls manifested ."hyper active symptoms,'', 
while Miller, Paikes, and Stewart (1973) concluded that. 9.3% of 
the boys and 1.5% of the girls were hyperactive, oh the basis of_a.. 
study of teachers in St. Lo^is^ Gahtwell (1975b) and Wender (1971), 
generalizing from a series of studies, placed the rate between 5% 
and 20%, Stewart, Pitts, Graig, and Dieruf (1955) . placed the_rate 
at 4%, Renshaw (1974) at 7%, Office of Gftild Development (1971) at 
3%^ and the Staff Report of the Education Gommittee of the Cali- 
fornia State Senate (1974) at 15%. 

The lowest reported prevalence of which we are aware comes 

from Lambert^ Sandoval^ and Sassone ( 1978) who conducted a stu.!ly 
of 5^000 school children, grades K-5^ in 146 schools in two 
counties of Gaiifornia^ The researchers gathered data from the 
home^ physician^ and school^ and after a process of integrating 
these data sources^ concluded that the prevalence rate x^as 1.19%. 
(Whalen and Henker, 1980) 

Some of the confusion in estimates results from misinterpre- 
tation of the literature . Even though Lapquse and Monk (1958) , 

for example, do not draw a one-to-one relationship between maternal 
reports of the symptom of overactivity and the diagnosis of^ hyper- 
activity , such mis interpretation occurs . Adding to this type of 
confusion are difficulties resulting from several methodological 
or conceptual problems. 
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Methb do logical Prc ^h ? . ems in Prevalence Studies 

One of the mos t critica] problems that besets, at tempts, to 
es timate .prevalence is the populatlbri/sample problem. Lambert et 
al. (19_78)_used a two-county area from which to solicit cbdperatibh 
from schbol districts. Other researchers have used counties br 
individual schools as samples or have relied upon convenience br 
ad hoc samples. In studies vrith such s^pies, the problem of de- 
termining what the prevalence estimate reveals is severe since a 
discrete, meaningful population may hot have been defined. Since 
there is reason to believe that differences in the prevalence of 
hyperactivity may be associated with demographic characteristics, 
this shortcoming may be critical. 

Other sampling problems center around the definition bf. popu- 
lation at risk^ Almost " ail researchers gatherdata about school _ 

children, but some studies are confined to elementary schools while 
others stop at relatively arbitrary points such as the 5th grade 
or age 11. It is essential^ therefore , to define the population 
to which rates are being generalized^ If the definition ';"f the 
population is unrealistic in terms jf the population at risk, then 
the limitations of the research are evident and the risks of im- 
proper generalization clear. 

In counting hyperactive children^ we are engaged in an acti- 
vity which is quite different from the calculation of other rates 

such as deaths, highway accidents, or even many other types of 

medical diagnoses (e.g., cancer, heart disease^ reality, 

there is not a single population of hyperactive children but many 
populations . Each population is an artifact of the criteria used 
to consider a child within the category. There is no standard 
definition of the pathology, and various types of persons ^physi- 
cians , teachers, social workers, psychologists) may categorize 

children as hyperactive using a variety of procedures or approaches . 
Unfortunately, much of the previous research in this area has been 
conducted without explicit consideration of the alternatives in- 
volved in placing children in the category of ''hyperactive in 
counting hyperactive children , some researchers leave the impres- 
sion that their approach is the only viable one or accounts for 
the ''real'' hyperactive children. 

Even if we are explicit in our definition of who is placed in 
the category and recognize it as a stipulative rather than a real 
definition, there is another problem in counting hyperactive chil- 
dren. • Should a 14-year-bld, diagnosed as hyperactive at age 6, be 
counted as hyperactive? Should he be so categorized if treatment 
has been discontinued for two years - four years? No single pre- 
valence rate is sufficient since medical procedures for pronouncing 
the child nb_ longer hyperactive are often vague , invisible , or non- 
existent. Thus, what is . required are several rates describing the 
different sbcial and medical meanings bf the condition. 

Given decisions _ about the criteria fbr inclusion within the 
categbry, it is still necessary tb determine which reporting 
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Table 4.1 

Various Estimates of Prevalence of Physiciari-Diagnosed 
and Treated Children in the Grand Rapids School System 



Parent Source Teacher Source 

(7,248^ (9>293) 
Group f % f % 



Ever Diagnosed 

■ Unverified 229 3. 16 314 3.38 

Verified 212 2.92 

Treated within past 5 years 130 1.79 

Currently being treated 

with stimulants 52 .72 75 .81 

Ritalin^ 46 .63 70 .75 

Dexedrine 1 .01 1 .01 

Cylert 5 .07 4 .04 



For reasons previously discussed, n^ single prevalence _r ate 
is adequate. Oi^r first estimate of "ever diagnosed (unverified^ 
is calculated from information derived from the parent, and teacher 
questionnaires. The estimate from teachers is .2% higher than 
that from parents. This estimate refers to all childr have 
ever been diagnosed by a phys ician as hyperactive . Children re- 
cently diagnosed and currently treated^ children diagnosed many 
years prior to the collection of data and no longer being treated, 
and children with long-standing diagnoses- and still being _ treated. 
The rates of 3.16% and 3 . 38%_represent the highest possible pre- 
valence rates obt^iinable from our data, and V7e feel they are ^ over- 
estimates of the functional prevalence of diagnosed hyperactivity 
in school systems. 

As a result of our telephone calls to the parents of 229 ^ 
children, 17 were found not to have been diagnosed By a physician. 
The_ verified prevalence, therefore, is based on 212" cnildren 
(2.9_27o). We were unable to produce the same type of estimate for 
teachers because of ethical restrictions. 

Parent and_ teacher estimates of "ever diagnosed" prevalence 
were similar. Initially we were cdnceimed about parental under- - 
reporting and teacher over-reporting and^ thus, the need to rectify 



ERIC 



54 

disparate rates.. Given the data, these cbhcerhs appear to have 
been unwarranted. 

Table 4.1 also contains data about the huihber b£ . children who 

were treated for hyperactivity_ sometime wit^ the last five years. 
This rate was calculated to provide an estimate of a functional 
prevalence - a somewhat more useful picture of the number of chil- 
dren in the school system who could be considered hyperactive. 
One might reasonably propose that a child who has not been treated 
in five years might no longer be considered part of the hyperactive 
child population. We found that 130 children, or 1.79% of the 
school population, had been treated within the last five years. 

Since treatment with stimulant medication has Been of special 

concern, Table 4.1 concludes with the prevalence of school system 

children being treated with stimulants for hyperactivity. Teacher 

and parent estimates were virtually identical. Based on these 

figures , between . 7% and . 8% of the children in the school system 
are being treated with stimulant medication. Ritalin accounts 
for almost all of the stimulants prescribed. Of interest is the 
fact that the newes t stimulant medication, Cylert, has not been 
used as the treatment of choice to any appreciable extent. 

In addition to the estimates presented in Table 4. 1, we esti- 
mated the number of children in school, up to age 11 , who were 
medically diaghpsed as hyperactive. The niimber of children so 
identified is 94, which is 1.29% of the parent source sample. It 
is of interest to note that his number compares quite closely with 
the 1.19% r_ate produced by Sandoval, Lambert and Sassone (1980) 
for grades K-5. 

In response. to the question which asked teachers how ^any 

children they believed displayed the symptoms of hyperactivity, 
340 children. (3. 65%) were indicated. _ These children were exclu- 
sive of the 212 identified as physician-diagnosed. In order to 
produce a comparable. estimate from parents > we examined data from 
the Eonnors (1973) ''Parent-Teacher Questionnaire'' (10-item symptom 
check list), completed, by parents in the sample. Two hundred eighty- 
seven children (4.96%), excluding those diagnosed as hyperactive, 
were rated two or more _ standard . deviations above the mean (mean = 
15 » 55 ; - s tandard__deviatidn =5.40; score values 1 to 4; possible 
range 10-40). _ Thus, there is a tendency for both parents and 
teachers to identify a larger proportion of children manifesting 
the symptoms of hyperactivity than have actually been diagnosed 
medically. 

Table 4.2 is a summary of the treatments for th^ physician- 
diagnosed children as reported by parents in our sample. This 
table shows that the most common treatment for hyperactivity was 
Ritalin. 
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Table 4; 2 

Summary of the Frequency arid Percent of Chiidren 
Ever Treated (Verified) for Hyperactivity 



Treatment 


f 


% of 
Hyperactive 
Children 
(212) 


^ of 
Total. School 
Poniil^tinn 

X \J ^ JL W L*- 

(7,248) 


Megavitaiiiin Therapy 


^^ 


1 . 


. 89 




Counseling 


o o 


32 


. 08 


• y *^ 


Special diet 




6. 


60 


19 


Behavior Modification 


z z 


10 , 


. 38 




Psychiatric treatinent 






, ZD 




Dextrbamphet amine 


1 / 


8 . 


rt 

. 02 




Meiiari 1 


1 

1^ 


6. 


.60 


19 


ui ±an i-in 


7 


3. 


, 3d 


.10 


Gylert 


o 
o 


3. 


77 • 




Phenob arbi t a 1 


18 


8. 


,49 


.25 


Ritalin 


15 8 


74. 


53 


2 . 18 


Benadryl 


10 


4. 


,72 


.14 


Valium 




2. 


36 


.07 


Imipramina 


7 


3. 


,30 


,10 


Coffee or tea 


19 


8. 


96 


. 26 


Other 


9 


4, 


25 


.12 



Note . Since some children received more than one treatment, 
the totals and percentages for. this table will not sum to the num- 
ber of diagnosed hyperactive children or 1007o. 



Almost 3/4 of the physician-diagnosed hyperactive children 
were treated with Ritalin at some time. About 1/3 of the hyper- 
active children received counseling. _Qther treatments were com- 
paratively infrequent; behavior modification was used for about 
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source (s) should be used to calculate a prevalence rate. There, 
is reason to believe that multiple- 5 ource reporting of hyperacti- 
vity may be advantageous . In a situation in which we. suspect that 
the prevalence rate is an artifact of the source of the data, 
independent sources, using cotnmon criteria for hyperactivity' 
provide a more complete description of the prevalence. 



Pr evious - Researc h^^n the Prevalence of Stimulant Treatment 

..Although the controversy about hyperactivity. turns strongly 
on the use of s timulant medication , there is little known about 
the prevalence of stimulant treatment among school children diag- 
nosed as hyperactive. _ A recent .summary, of _ this literature is 
found in Sprague and Gadow (1977J Much of the data is indirect. 
In the testimony presented above Lipman speculated tliat between 
150,000 and 200 > 000 children were receiving medication for hyper- 
activity (Gallagher , 1970)^ Greenberg and tipmah (1971} reported 
91% of the physicians surveyed in the Washington, D. 6^ area pre- 
scribed psychotropic medication for hyperactivity^ C3ne- third of 
a sample of teachers iri a Midwest urban area reported having one 
or more children intheir classes , _past or .present , taking Ritalin 
(Robin and Bdscci, 1973i Bosco and Robin, 1976). Scovxlle (1974) , 
on the basis of 671^000 _ prescriptions written, estimated that 
56,000 children were being treated (in 1973) with stimulant medi- 
cation. 

„ More directly. Sprague and Sleator (1973) calculated tha*: 
2-47o of the children, in the Ghicago School System received drug 
therapy for hyperactivity during the. 1970-71 school year^ Conway 
(1976) reports the percentage of children, on medication for the 
treatment- of hyperactivity ranged front^37o to 6^5% in 43 schools 
in seven counties, of New York. Data from Krager and Safer (1974) 
indicate.d a prevalence rate of 1.07% o£ children in Baltimore 
County, Maryland, being treated with drugs for hyperactivity in 
1971 and 1.73% in 1973. .These data are not confined to stimulant 
medication. To our knowledge, the only research which provides 
infbrrnati.bn on alternate treatments and untreated diagnosed chil- 
dren is tha_t done by Sandoval, tambert, and Sassone (1980) (in 
Whalen and Henker. Chapter 5). Clearly^ such data are needed to 
address questions .about and charges concerning the misuse of med- 
ical diagnoses _and medical treatments_(particularly stimulant 
medication) _and_ of inappropriate treatment and pressures from 
teachers and school systems. 

Resul cs 

The data from parents and_teachers _cbns titute a report on the 
s^e population of children. The 8% difference in_ response rate, 
however, results in a larger number (9,293) of children reported 
by^the teachers than by the parents (7.248)... Table _ 4 . 1 contains 
information on the prevalence of physician-diagnosed and treated 
children. 
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10% of the children and over 8% had Phehdbarbital prescribed at 
some time. From another perspective ^ however^ these figures show 
how few children in the school population have ever been treato.d 
for hyperactivity by any of the methods ; 2 . 5% have ever been 
treated with any stimulant medication , which is 3 1/2 times the 
propdrtidn of those currently being treated (see. Table 4^ 1). With 
the exception of counseling, C. ?4^) , no other treatment had been 
experienced by more than .5% of the total school population. 

Table 4. 3 3hdws the cdmparisdn of the hyperactive and non- 

hyperactive children with regard td personal and family character- 
istics. This table suppdrts findings in other research that the 
preponderance of hyperactive children are male. Males outnumber_ 
females by almdst_4 td 1 fdr dur sample. This cable reveals that 
there were significantly more hyperactive children (48*^) than non- 
hyperactive _ children (36%) whd were dldest dt- dnly children in 
their fainiliesi = 12_.03i p < .001. Hdwever , if we compare the 

proportions of only children who were hyperactive and non- ^ 

hyperactive^ we that they are very similar. Within the multi- 

child families i the prDpbrtion of oldest children whd were hyper- 
active t36%)_ is significantly greater than the propdrtidn of 
oldest children who were riot hyperactive (:277o) , X2 = 8.82^ p < .003. 
A significant, difference was also observed between the 15% of the 
hyperactive childreri who were fourth, or later in their families 
and the_24% of the_non-_hyperactive who were alsd fda?, th or later , 
X2 = 9.74, p< .002. We conclude that _ the best family predictor 
of hyperac£i-<''ity in our data is the child's place within a multi- 
child family; being the firs t-borri_ child is associated with highe^ 
rates of diagnosed hyperactivity while being borri fdUrth dr later 
is associated with lower prevalence. 

One of the issues that has surrburided the questidri df hyper- 
activity has .been the extent to which the diagridsis has been used 
as a means of suppressing lower socio-economic children. These 
children, the. argument goes, display culturally differing patterns 
of behavior which become interpreted as deviant behavior and then 
as ''sick'' behavior to be diagnosed and treated, medically (Conrad > 
1975). There is additional support for the relatidriship between 
social class and. the diagnosis and treatment of hyperactivity from 
an extensive collection 'of theoretical and empirical papers in the 
medical literature . Various conditions (e . g._ , malriutritidn , 
inferior prenatal cafe, premature births, and so forth), have been 
linked -to the presence of hyperactivity. _ iSee Ross and Ross ,^ 
1976, for an excellent stmmiary) . .Thus, there are several reasons 
to consider whether there is a relationship between hyperactivity 
and social class; 
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Table 4.3 

Comparison of Personal arid Family Characteristics, of 
Physician-Diagnosed Hyperactive and Non-Hyperactive Children 

Hyperactive Non-Hyperactive 

Children Children 

(n=212) (n=7,036) 

Characteristics f % f % 



Sex 

Male 


167 


7S 


. 77 


3, 513 


49 


.93 


Female 


45 


21 


. 23 


3,518 


50 


.00 


Missing Data 


_ 






5 




.07 


Fatnilv size 














One child 


25 


11 


.79 


641 


9 


. ii 


iwo cniJ-Qren 








J- , 0 H-^ 


9 3 


34 


inree cniiaren 


00 


J X 


. xo 


X , / D Z 




HA 


Four - six children 




"5 Q 








. 00 


Seven or more children 


c 
D 


a 
z. . 


. JO 




7 


. Z> 


Missitig data 




1 

J. , 




0 
0 




11 


Mean family size 


3. 


.17 




3 


.59 




Oldest and Yoiongest children 














Oldest child 


102 


48. 


. 11 


2.553 


35. 


28 


Yoijnges t child^ 


56 


26. 


42 


2,203 


31. 


32 


Place of object _eh±ld in 
multiple- child families^ 














Oldest child 


77 


36. 


32 


1,911 


27. 


15 


Second child 


54 


25 . 


47 


1.705 


24. 


23 


Third child 


25 


11. 


79 


1.109 


15. 


75 


Fourth or later child 


31 


14. 


62 


1.659 


23. 


72 


Youngest child b 


56 


26. 


42 


2 .203 


31. 


30 



^Since '/only children" are excluded, the totals and percentages 
for this table will not sum to the number of children in the sample 
or 100%. 

^Youngest children are reported separately since this category 
is not exclusive of second child, third child, etc. 
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Using the Duncan (1961) measure of socio-economic status^ we 
compared various sUbsamples of children . Table 4.4 _p^esents^hese 
comparisons^ iBoth mothers' and fathers* SES scores are shown. 



Table 4.4 

Means and Standard Deviations for 
Socio-Economic Status (SES) .Scores by 
Treatment of Hyperactive Children 



Group of Children 



Hyperactive (N=212) 

Stimulant treated 
(N=168) 

Diagnds ed/never 
treated (N=9) 

Non- hyp er a c t i ve 
(N=7,036) 



n- 



Fathers 
Mean 

SES (SD) 



Mothers 
Mean 
ri* SES (SD) 



3 * 19.67 ( 2.98) 



162 35.83 (22.94) 198 20.56 (22.47) 



131 35.85 (22.53) 159 21.83 (23.04) 



5 13.83 (9.24) 



5,462 37.74 (25.35). 6,568 20.13 (23.54) 



'The number used for calculation (n) reduced from the 
niunber in group (N) due co single parent families and 
missing data. 



As Table 4.4 reveals there are only very small SES differences 
among hyperactive children, non-hyperactive children, and hyper- 
active children _ treated with stimulant medication^ VJhile there 

are additional indicators of social class not used here, deeupa- 

tion,. the single, strongest social class indicator , does not reflect 
SES differences in the diagnosis and treatment of hyperactivity. 

Table 4 . 5 contains a frequency distribution for the prevalence 
of the currently treated children by school. 
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Table 4.5 

Frequency 0±stri5ut±on of Physician-Stimulaht-Treated 

Hyp eractive Gfiildren 



Prevalence of 
Currently Treated - 
Children in Percentage Number of Schools 



.0 ■ 




. 29 


6 


.30 ■ 




.59 


5 


.50 - 




.89 


5 


.90 - 


- 1 


.19 


5 


1.20 - 


- 1 


.49 


5 


i.5Q - 


- 1 


.79 


3 


1:80 - 


• 2 


.09 


6 


2. le - 


• 2 


. 39 


6 


2.40 - 


- 2 


.69 


i 



Table 4^5 shows^for example, that six schools in the sample fell 
within the 0% to _ ^29% range. Table 4.5 indicates that there is _an 
appreciable amount of variability with regard to -the ' extent of 
stimulant treatment. Four schools have a rate of treatment with 
stimulant medication roughly double that of the school system pre- 
valence rate for treatment with stimulants^ it can be seen, that 
information about a school system in general ii^y_ obscure subs tan tial 
variations among schools within the system^ An individual who in- 
sists on a finding of **a lot*\ or *Very little'' hyperactivity and 
stimulant drug treatment may be guite correct for th a t part of a 
school system ta which- the _indivi dual has Rcc ess . However^ that 
person mky be quite wrong for the system as a whole and nra 
a different conclusion than an individual viewing another p^ 
the same school system. While we cannot explain the reason for the 
variation among the school rates of prevalence of currently treated 
children, one factor, the mean SES of all children *^s fathers by 
school, is not significantly associated with the variation in pre- 
valence rates. In other words , schools with low SES levels do not 
have greater prevalence than schools with higher SES levels. 
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Samples for the Interviews 

The parents of the 229 children (i^e . , positive cases deter- 
mined by prevalen::e analysis ) were contacted for ah interview.. 
After the initial contact by telephone all of the 229 potential 
sets (parent , teacher , physician^ child) were reviewed (this is 
the adjudication process referred to in Chapter fhree)^ On the_ 
basis of the review of the mr:,.iled questionnaire data and the data 
gathered from the parents (o*^- guardians) by telephone, 17 cases 
were reclassified as ''false positive . " These children, we deter- 
mined, were not considered hyperactive by their physician, by 
their parents, or by the school system. Some of them clearly 
suffered from ^ther behavior, disorders but could not be consid- 
ered as hypera tive. This reduced the number of potential inter- 
viewees to 212. 



Three parents of these 212 could not be located to arrange 

interviews. Of the. remaining 209 parents we had an 8.6% interview 
refusrl.rate . ^Eighteen parents refused to be interviewed.) Of 
these 18_ refusals, nine of the children had stimulant medication 
and had been terminated, four were in the monitoring phase and 
the remainder were either untreated or were not being treated by 
medication. The refusals were also well distributed among the 
schools in the sample. Four schools in the Grand Rapids system 
accounted for more than one refusal. The two schools that accounted 
for three refusals contained, the largest percentage of hyperactive 
children in our sample of achoois arid. thus the proportion of refu- 
sals found among parents of children in those schools could have 
been by chcnee. 

Of the 191 parents interviewed, 6 parents (3%) refused to _ 
allow as to approach any other.member of. the set for additional 
interviews. Sixteen of the_191 parents irit.erviewed ^ or 8.4%, 
refused us permission to allow to.contact their child's teacher. 
Seventeen of the 191 parents, or 8^9%, refused us permission to 
contact their child's physician. The mbs_t . numerous refusals were 
for permission to interview the child. _Thirty-six parents , or 
18.8"', cf ^.he 191 parents interviewed refused us permission to 
interview their child. 

in conductinj the teachev intarv±ew_ the decision, was made riot 
CO attempt to interview _ the teachO'is cf tiyperactive children whose 
course of medication r^d_been dL^corcinued more thari two years 
prior to the beginning, of the 19 "7 scho.bl year.. It was thought 
that the logistics of locating th:: teacher, added to the uricer- 
rrainties of retrospective data , -'^/ould make this unproductive, 
?orty-nin : children in our 5?^mple were, "post termiriatidri (or 
second-ordev) stimulant medication children," Thus ,^ no attempt ^ 
was made interview their teachers. _ One .hundred arid twerity-^six 
teacher interviews were thus ateempr.ad. _0f those., ten teachers 
ccuid net be .'.ocatea: chey had either left the. school system or 
the geographic area or simply were not _ traceable .. Of the 116 re- 
maining teachers , nine teachers or 7.7% refused the interview. A 
total of 107 tet?.chers were interviewed. 
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The_ physicians of 16.of.the children_in our sample whose 
parents had. given us pertnissiori to interview the physician were 
hot Ibcatable. In several instances the physicians had moved but 
we were able to contact them and arrange an interview. One hun- 
dred and fifty-eight children' s_ physicians , therefore, were 
approached for ah interview. The physicians of 26 of those chil- 
dren refused to be interviewed. This, however , did hot constitute 
26 physicians, since a refusal by a single. physician constituted 
a refusal for all the children in the sample. that physician was 
treating. Of 79 physicians treating the children in bur sample 
who_were iocatable^ 13 or 16,5% refused to be _ interviewed. This 
accounted for 26 children or 14^9% of the children for whom parents 
gave permission to contact for their physician for a physician 
interview. 

Of the 155 children whom we were given permission to inter- 
view, we were unable to interview four children^ These were 
children who were either chronically absent fromschbbl (where the 
interviews were conducted) or whose parents had moved between the 
time that permission to interview them was secured and the inter- 
view itself was attempted. Of the remaining 15i children, two 
children or 1% refused to be interviewed. 

Of the 191 sets for whom we had at least one interview^ 51 
or 27% were children who were not on stimulant medication or had 
never been on stimulant medication. These included those that had 
been treated with other sorts of medication (barbituates, major or 

minor tranquilizers , etc.), who had no t received any medication 

at all for their condition, who had been diagnosed not treated 

in any way, and the like. Of the remaining 140 cases, 12 or 8%% 
were in the initiation phase, 40 or 28.6% were in the monitoring 
phase and the remainder in the termination phase. 



This configuration of interviews provided 72 ^'^corapiete sets" 
consisting of parents, teacher and physician interviews " 
sets'' yielded three dyads , parent /teacher , parent /physician and 
teacher/physician. Sixty-five other sets consisted of two inter- 
views . Sixteen of these 65 consisted of the parent/ teacher inter- 
view and 49 consisted of the parent/physician interview^ In each 

of these 65 sets one dyad, either parent/ teacher or parent/physician 
was available for analysis. 



The Kalamazoo sample of children and parents was derived 

from the 1978 Kalamazoo Live Y'er program described in Chapter ' 

Three. Forty- seven children attend the Live Y'ers program^ Forty- 
three parents were interviewed. Four parents, or 9%, refused to 
be interviewed. Of the 43 interviews with parents completed, five 
parents _ refused permission to interview their children _C11_-_^%)a 
One child was_nbt available for interviews because of other cir- 
cumstances^ _ Thirty- seven children were interviewed from the 
Kalamazoo Live Y'er program. 
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... In the third chapter we cotnmenued on the enthusiasm with 

which parents greeted this . research. At the outset o£ this under- 
taking, we were concerned that this sensitive topic would result 
in reluctance to be interviewed. Moreover , the . sub j ect require- 
ments were such that the chances of losing interviews, were in- 
creased by the necessity of having to receive permission to 
contact the -interviewees , other than p:arents , and then receive 
permission from these interviewees. With the exception of 
physicians, for whom the refiisal rates and the rates of refused 
consent to contact were somewhat higher than we- had hoped for ,^ 
the proportion o£ refusals were quite comparable to other studies. 
The refusal rates, usually 7 or 8%, seemed to us tolerable. 
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CHAPTER FIVE 



parents' teachers^and physician^Iperception about the 
diagnosis and treatment of hyperactive children 

One of the major objectives of our research was the produc- 
tibri of better descriptive information about the diagnosis and 
treatment of hyperactive children. .Anecdotes _ and horror stories 
have frequently been used as the informational basis for.evalua- 
ting the status of medication and .recommending policy^ Medical 
personnel have accused teachers of "prescribing." Teachers have 
decried the uncritical prescribing of stimulant, drugs for their 
students^ Physicians and teachers have noted _that_ parents, on^ 
the basis of casual information^ have pushed :f or the prescription 
of stimulants or have resisted or subverted the regimen. 

We devoted a portion of the interviews with teachers, parents 
and physicians to obtaining the story of the treatment of the. 
child from the perspective of these three key parties. In this, 
chapter we will construct a description of the ways in which cri- 
tical decisions were made and important events have transpired, 
in the sequence of activities from the recognition of the problem 
to the termination of medical treatment. 

As described in Chapter Three, we develops inter- 
views depending on the duration of time the child had been 
treated."^ 



Diagnosis and Initiation of Treatment 

Our smallest grpup of subjects was thatdesignated as initi- 
ation phase (n = 12). We augmented the information on the question 
pertaining to initiation by developing another set of data for a 
second group of subjects (Kalamazoo Live Y' ers)^ The data on 
the Live Y'ers group will be presented later In this chapter. 

The first question to consider in the description of the 

diagnosis and treatment of children hyperactive is .who recog- 
nizes the problem and h^w is it determined that the child is ^ _ _ 
.experiencing difficulties which go beyond the problems of children? 
Much .of what emerges in the child's treatment may be shaped by the 
way the problem is recognized. The extent to which parents^ 
teachers . and physicians function effectively in the first level 
of screening for problems of children is obviously critical to 
the ultimate success of the delivery of any helping services. 

Teachers play an important part in the recognition of prob- 
lems that lead to the diagnosis of children as hyperactive^ 
Seven of 11 parents (64%) , 6 of 12 teachers (56%) , and 5 of 10 

*A11 tables for this chapter are contained In Appendix J. 

64, • 
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physicians (50%) said that the teacher was the first, person or 
one of the first persons. (i.-e., teacher together with . sqitieone 
else) to recognize the child's problem and that this led to the 
diagnosis of hyperactivity. 

The close agreement of the three samples with regard to the 
function of teachers in recognition of the problem is not mirrored 
in agreement about the parent role. Parents are reported to ^ be 
the first or one of the first persons to recognize the child's 
problem by 3 of the 12* (257o) parents, 2 of the 12 £177o5 teachers , 
and 8 of the 10 (80%) physicians. The differences in the physi- 
cians' perceptions may be a result of the tendency of physicians 
to come in contact with the problem through the parent. As a^re- 
sult, physicians may perceive the specification of the complaint 
by the parent as a recognition of the problem by the parent. 

Of considerable interest is the fact that none of the _ respon- 
dents see the physician as the person who initially recognized 
the problem which led to the diagnosis^ The condition is appar- 
ently not picked up by the physician in routine medical care of 
the f'^-fl'^ or when the child is being treated for other ailments. 

In examining what parents, teachers, and physicians had to 
say about the nature of the problem that caused their _ concern^ we 
find a variety of descriptions of the problem. Beseriptive terms 
used were: "slow learner," "poor coordination of hands," "very 
violent," "irrational," "irresponsible, ""problems getting along 
with other children," "short attention span," "not sitting still__ 
in the classroom," "emotional problems, ""frustrated," "unhappy. 
These terms give an indication of the considerable range of be- 
ha\^iors that were identified in children by parents , teachers, 
and physicians which ultimately led to their being treated for 
hyperactivity. The most cdnmon concern on the part of parents 
was the problem of attention span and the child's high activity 
levels . 

Another aspect of the reports of problems is the parents' 
sense of gravity of the situation. In some instances the parent 
indicated little difficulty at home but was informed of_ problems 
at schoo. In other instances parents reported that the child s 
behavior was extremely disruptive within the family unit. .For 
example, one parent said, "He'd break things on purpose and I _ 
heeded help. All of us. I'd get so upset, I'd just sit down and 
cry. I couldn't do nothing with him." There seems to be little _ 
pattern with regard to the agreement among parents, teachers, and 
physicians concerning the nature of the problem. 

Not infrequently, there was quite a bit of difference among 
the three as to the nature of the child's problem. For example. 
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■^^'I changes for the three groups because of missing data on 
particular questions. 
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in one ease, the parent reports the problem as follows: . '*He was 
a slow learner,, and had astigmatisin, needed glasses^ and poor 
coordination of his hands^'* The teacher reported for the same 
child, *'Many behavior problems, not serious^ just silly things, _ 
tried_to get attention and make others laugh Anc^ the physician, 

referring to the same child said, "The child was hyperactive^ 

(had a) short attention span , wouldn' t sit still. "This contrasts 
wi th an ins t ance where there is cons i derab le agreement among the 
three samples. The parent said, "very violent, irrational , irre- 
sponsible." The teacher said, "f ami] v problems , defends himself 
with knife." The phys ician reported, ''uncontrolled agressive 
behavior There appears to be a greater propensity for similar- 
ity of assessment of behavior in those ins tances where there are 
acute problems which have an episodic character . The variation 
in the description of the child's initial problem among the in- 
volved adults leads us to suspect thai: differences among respon- 
sible adults may originate in the very beginnings of the percep- 
tions of the child's problem. 

Another aspect of th'^ teacher ' s participation at the ^jr rly 
stage of problem identification is the involvement in the decision 
to seek medical help. Most of the'teachers (9 of 11, or 82%) 
indicated that they took no part in the decision to seek help for 
the child. The majority of teachers in the initiation sample, 11 
of 12 (92%) , indicated that they did not make the decision to 
contact the physician. Only one teacher in the sample said that 
she was the first person to bring up the idea that the child 
needed help . 

The children in our initiation sample, therefore, showed a 
pattern of having their problem first recognized by the teacher 
arid having _ the subsequent steps for professional arid medical help 
being iriitiated by their parerit. Noteworthy is the fact that the 
social, behavior, arid learriirig problems dccasioned by hyperacti- 
vitvarenot picked up spbritariebus ly by the physiciari. Orie further 
observation, about problem recogriitibri . _ The examiriatibri of the 
detailed table (Table 5.1, Apperidix J ) shows that few bf the 
salient decisibrjs occur _ thrbugh the cbricerted effbrt of parents 
and teachers and p^hysiciaris. 

One of the cbricerris that we had iri examiriirig the prbbletrts 
associated with the diagnosis bf children was the extent of com- 
municatibn among. the irivblved par ties relative tb the child's 
diagnosis.. As_might.be exp.ected, . the parents report that they 
have had the diagnbsis bf the_child^s cbrndicir-^. giveri tb them by 
the physician in most cases . (7 of .12). In three bther cases the 
diagnos i s, came frbin the sbcial workers or other _ prof essibrials . 
Most teachers, however., were infcrmed bf the child's diagribsis 
by parents.; various other sburces , rr-uch as schbbl psychblbgis ts > 
social workers, school, nurse., .etc., also provided the irif brmatibri 
tb the teacher about the child's diagnosis. There is little di- 
rect . communication between physicians .-^.nd teachers abbut the 
child' s diagnosis . 
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Another . important aspect in communicatibn is cbnmuriicati^bh 
with the child about the derails and meanings of his or her cbn- 
ditibh. Seven of the parents reported that they did discuss the 
meaning and details of the child's diagnosis with the child, .four 
did hbt. Six _bf the teachers did so and six did not;_£ive of the 
physicians did so, four did not; and one did not remember . Since 
the question as stated enabled us to collect an affirmative answer 
even if n;e discussion is of the most fleeting ,_ ephemeral kind^ 
we might hcwe expected to see much higher percentages of response 
tb this que&*:ion. This response to this question suggests some 
thinness with regard. to discussibn between adults and children bn 
the nature of the children's condition. 

Since the way _in which the child fares in the school system 
is hot simply the function of any one teacher but is a consequence 
of the child's involvement withvaribus teachers in the school, 
the issue of interschool communicatibn relative to the child^s 
condition is of interest. If the child's Hdmerddm teacher is 
Informed but other teachers and school personnel with whom the 

child will come in contact _are not inforiaed, it is conceivable 

that they will hot have information _whi_ch may be helpful to them 
in their interactions with the. child. While one perspective is 
that the fewer the people who know, about, the child ' s condition, 
the better, the school system in which this study was conducted; 
took the first posture and required that the inf drtnatipn about a 
diagnosis of hyperactivity be recorded oh.schddl records. This 
was formal school policy; nevertheless, 10 of the 11 teachers _ 
reported that they did hot provide this in the cumulative records; 
Since the data were not recorded by the end of the school year 
(April), we might conclude that the informatidri would probably 
not get on the cumulative records; In additibn, 5 df the^l2 (42/o) 
teachers reported that they did not communicate the child's 
medical diagnosis to others in the school system. Thus, we see 
that the prevailing posture is to provide for a.limited amount ^ 
of communication within the school system relative td the child's 
diagnosis. In the diagnosis of hyperactivity, cdmmunication 
within the school system and between school system members and 
physicians is largely a hit-and-miss, uncoordinated, phenomenon. 



Medication Trea tment 

One of the most volatile aspects of the treatment of hyper- 
active children is the use of medication. In the popular liter- 
ature dn hyperactivity , it is often asserted that imprdper ,^ _ 
unethical, or illegal acts occur in the .decision to use medication. 
Thus, questions concerning the nature of the process fdr deciding 
abdut medication provides data that can be used tb reexamine ^ 
arguments df critics about the use of medication for hyperactive 
children... The extent to which the decision about medication use 
is made in a reasoned^ careful way may go a long way tdward 
determining the extent to which the child's treatment will have 
a positive cdnseqt;ence . 
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A minoritY of the parents (4 of li, or 35%) reported recbtn- 

mending the use of medication. Of the f our , two_repbr ted that 
they, suggested a specific medication. An even smaller proportion 
of teachers (2 of 12, or 11%) reported recommending the use of 
medication, and of the two teachers who did recommend that medi- 
cation be used, one of them reported suggesting a specif icmedi- 
catidn. Thus , frcji the reports of teachers and parents ^ to sug- 
gest a medication or even that medication r e used in dealing with 
the child's problem is not a common approach. 

One interpretation of these data is that the parents and 
teachers are not telling the truth. Teachers have been charged 
with bringing _ pressure on parents to seek medication treatment^ 
The teachers in pur sample all denied that they had recommended 
medicatibh for the hyperactive children. When asked about this, two 
(18%) parents designated the teacher as a decision'-maker in the use 

of .medicatibn arid, brie bf these two parents has the teacher as a 

jbint decisibri-maker with '^.he doctor and the parent . Both parents 
and teachers iri rbughly the satne propdrtidri (55%) designate the 
physician alone, br in cbrnbiriatibri with the parent or the ^teacher , 
as the decision-maker to use medicatidri. Five of 11 (45%) of the 
parents indicate that they were. the dries td make the decision to 
use the medicatibn treatment; five of 12 (42%) df the teachers 
report that the parents, ware . the '^ecisibri-makers iri the decision 
tb use medicatibn fbr the child. 

In our interview w.e asked several questidris about the paren- 
tal discussions with, others about medicatidri. All parerits reported 
having told the teacher that the child was.beirig treated with 
medication. Since medicatibn bften is . adminis tered at lunchtime 
in school, involvement of the teacher is ribt ihfrequent. Thus, 
some measure of eotrrmunieatibn is prbbably irievitable when medica- 
tion is used as a treatment, apprb.ach . Alsd, all parerits reported 
that they talked with the child abbut how medicatidri wduld help.^ 

A good part bf the concern about the treatment df hyperactive 
children with medication fbr ehi^tdren .centers abbut the pbssiblp 
misuse of medications When questioned, 1 8 bf the 11 parerits (73%) 
reported giving the child one _or twb^pills tb take tb school each 
day. Eighty- two percent (9. of 11) of the. parents reported that 
they personally gave the child a pill each time.it i^s takeri at 
home. in school, medication is stored in a variety df places. 

" ^^he critical question is, of course^ how exte.risive are^ 

these discussions and what is being eotranunicated.? While we did 
not ask detailed questions about the nature of the discu^sidri 
betw-^en parents and children, or between, teachers arid children 
about the nature of their condition or the nature br reasdris fdr 
taking medication^ we shall be able to. examine the cbnseqUerices 
of these discussions when V7e examine, the. data frbm the child 
interviews. This will tefl us what the child unders tands abbut 
the nature of his or her condition and the medication that is 
being provided for it. 
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Some of the medication is kept in the child *s classroom or the 
school of f ice , some in the nurse*s office. In some cases (2 of 
11), the child keeps it with him. Twenty-seven percent of the 
teachers (3 of 11) report they do not know where the tnedication 
for the hypieractive children in their charge is kept at school. 

The circumstances under which changes in the medicatidn regi- 
men were made was also investigated in the research. Forty-two 
percent of the parents (5_ of 12) report that they changed the 
dosage or the time when the child takes _his or her medication 
depending upon their perceived needs . One of the teachers when 
questioned about this, reported doing it. 



Monitoring the Hyperactive Ehild 

The monitoring _ group was comprised of intervtr-.ws _w±th 42 parents 
37 teachers and 37 physicians. Federal law requires _ the mbnitor- 
ihg o£ children being treated with stimulant medicatibh (medica- 
tion can only be provided for a thirty-day duration; therefore, 
monitoring is required for children who are taking medicatibh on 
a continuing basis). In our interview we asked a series of ques- 
tions about monitoring. 

One of the questions in this section of _ the interview dealt 
with the. regularity of medical check-ups^ When we compare the 
responses of parents and physicians, we find that there was a ten- 
dency:> for parents to report more frequent visits to the physician 
than were reported by the pfiysiciahs. Twenty-three of the 42 
parents (56%) reported going to the doctor more than once_ a year. 
Thirty-three percent (10 of 36) of the doctors reported that 
their patients came to them more than once a year _ for monitoring. 
The distribution of reported visits (see Table 5.2, Appendix j ) 

shows this discrepancy between parental and pliysici an. -r-apor4:ing 

in detail. 

A similar difference is noted when we asked parent ^ and phy- 
sician who takas responsibility for the medical monitoring _of 
the child via scheduling cheuk-ups by a physician. Sixty-five — 
percent of the physicians (17 of 37) say that they are responsible 
for and do schedule such periodic examinations. Sixty-t:hree _ 
percent of the parents (26 of 41) , however , say they take such. _ 
responsibility - either through reques ting a pres crip t ion refill 
or scheduling visits when the parent thinks it is necessary. 
With regard to the monitoring o£ the hyperactive child receiving 
medicatidn , parent and physician have different views of what is 
going on. Their disagreements are substantial. It is important 
to note that two- thirds (20 of 30) of the pfiysicians reported 
that the visits with the child for a check-up for medication 
occurred once a year' or less frequently. 

..With regard to the frequency of parent- teacher cdriferences , 
we find that there is a tendency for teachers and parents of 
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hyperactive children to meet with greater frequency than is re- 
pot-ted for other children in the class. Teachers report the nortn 
for meeting with parents of .children in their class is two times 
per year. QSixty percent, 20 of 33. ^ of the teachers reported 
that they meet with parents twice in one year.) For. parents of 
hyperactive children, however ^ the frequency of meetings is greater. 
Orily 37% of the. parents. (15 of 41) report meetings of two or fewer 
times with teachers. The mean number of meetings reported by_ . 
parents is 3.2 per year. _ The teachers report that they met with 
parents on the .average of 4.9 times per year. One _ consequence 
for teachers of .having hyperactive children in .their classroom 
is the increased amount of time and energy which is spent iil 
parent/ teacher conferences. 

A critical aspect of the monitoring of a child's regimen is 
the evaluation of the effectiveness of medication treatment . We 
asked parents, teachers, and physicians ' about their activities _ in 
monitoring the side effects, the dosage adjustment and the. effi- 
cacy of the medication treatment children were getting.. Nearly, 
all physicians reported that they received, information from either 
parent or teacher to help .them decide if the.tnedication has. re- 
sulted in harmful side effects (94%, 29 of 31). .Eighty-eighty 
percenc of the parents (36 of 41) reported providing the physician 
with this information^ but only 19% (7 of 36) of the teachers 
interviewed maintained that they had ever provided this informa- 
tion^ The information provided about the side effects evident in 
school is transmitted to the physician via the parent. This 
observation is buttressed by the fact that 76% (31 6£ 41) of the " 
parents indicate that they serve as^ a channel of information 
during this monitoring process between teacher and physician. 

The data on dosage level is similar. Virtually all physi- '"^ 
cians (over 90%) report getting information from parents and 
teachers. Eighty^ three percent (34 of 41) of the parents report 
giving ii'tich informatiqn^ut only 17% (6 of 35) of the teachers 
report giving this information to the doctor directly. . 

Another important problem is the relationship between teacher 
and physician in the effect of the cfxild ' s medication treatment on 
school performance. _As previous ly noted, a gr3at_ deal of the _ 
hyperactive child'^s difficulty occurs in school and with school- 
work. The majority of children , being treated with s timulant _ 
medication, notably Ri" taiin_, take their medication in school for 
this purpose^ When asked whether the teacher provides information 
directly to the physician in order to evaluate the efficacy of the 
medication treatment, 19% (7 of 36) of the teachers said they did. 
The physicians* perception of this communication is considerably 
different. Fifty percent (16 of 32) of the physicians said they 
had received information directly from the teacher. Of the 16 
physicians who indicated that they received direct information j 
however, only two reported that they received written information 
of any kind. 
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. Finally, we were, ebheerned with the attetnpts of parents or 
teachers to suggest that medication be suspended in the case of 
children in their care on a trial basis, or the request of the 
parent or teacher that medication be ended. Thirty-one percent 
of the parents (13 of 42) report suggesting to- the' physician a 
trial discontinuation of the medication and 14% of the teachers 
(5 of 37) suggested that the medication be discontinued on a trial 
basis for their students. 



The literature on hyperactive children stresses the impor- 

tance of adjunctive therapy^ Even promotional literature provided 
by manufacturers of the commonly used medications indicates that 
the medication by itself is not sufficient to remedy the problems 
that the child is experiencing . It makes both common and medical 
sense to understand that the medication by itself cannot correct 
many of the important educational, behavioral- problems__that have 
led the parents to seek help for their child. It was for this 
reason that we included a section during the interviews to exam- 
ine the extent and nature of adjunctive therapy. 

The most striking finding (see Table 5 . 3 , Appendix J ) is ( 
the paucity of other approaches which would either supplement th^ 
medication or begin to deal with the more fundamental problems 
involved in the child's treatment. Treatments such as megavitamin 
treatztiient, special diet , psychiatric , special education, counsel- 
ing and behavioral modification are employed quite infrequently. 

It is also of interest that the reports across samples are 
fairly cdrxsistent. There are rid large differences among the 
parents, teachers^ arid physiciaris as to the exterisiveness of these 
treatmerits. It is perhaps of even greater cbricerri that some of 
the treatmerits which are more easily claimed, are in no instance 
reported for more thari 50% of the childreri , i, e . ^ "changes iri the 
manner of relating to the child." The beriefits that may accrue 
from the medication. car. provide the basis for irisuring the success 
of these chariges . These data, thus , pbirit fairly clearly to an 
importarit corisideratiori relative to the treatmerit of hyperactive 
childreri: the use of medicatidri tends to be perceived as a more 
complete ,_ omriibus sblu'iidri td the child's problem thari the medical 
or educational literature would seem td warrarit . 



Social Psychological Cbritext 

The literature bri hyperactivity has paid special atteritidri 
to problems of sterebtypirig and stigmatizing . the childreri. Diag- 
hbsis of the childreri as hyperactive and their treatmirit with 
medication cbuld. be an aUditibnal. problem, fbr them. If the chil- 
dren are teased because, they are hyperactive or becaure they are 
taking medication, if they are treated unfairly, br if they have 
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bad feelings about their diagnosis or treatment, Ic couid cisrxipt 
the effectiveness of the treatment. 

We inquired^ about these kinds of considerations in our inter- 
views and generally found a few reports on the part of parents, __ 
teachers ^d physicians that there were negatiye psychological or 
social^conditiohs in the life of the child. Ths majority of par- 
ents , teachers and physicians indicated: (1) the child had not 
been treated unfairly because of his or her diagnosis; (2) the 
child* s chance for success in school would not have been better 
if school personnel did not knov7 of the diagnosis; (3) the child 
did benefit at school because other personnel knew of his or her 
diagnosis and treatment as hyperactive; (4) the child had not been 
teased at home because of his or her treatment; and C5) the child 
had not been teased at school because of treatment. 

!^ile it would be inappropriate to define any of these prob- 
lems as being generally the case for the hyperactive children we 
studied, there was some evidence that problems related to _ the 
stereotyping, stigmatizing^ and other adversive psychological 
conditions did exist for some children. Physicians tended to ^ 
report these problams less frequently than teachers V7hd reported 
them less frequently than did parents. This _ is quite reasonable 
given the differences in contact with the child. The most fre- 
quently cited problem was that the ^hiid was teased at school 
because of his or her condition^ Thirty-one percent (54 of 177) 
of the parents reported that the child had been teased in school. 

Our data point to a phehomehoh that we hav^i observed in other 
sicuatibns which we might characterize as the "proximity - sensi- 
tivity relationship." When we examine the question of, differences 
between parental attitudes toward treatment , we find that there 
is a greater inclination for the mothers to be favorable to the 
treatment than fathers. In other research we have seen a tendency 
for practicing teachers to be more positive toward treatment than 
prospective teachers and for superintendents to be less favorable 
than tea'ihers (Robin and Eosco, 1974). Since mothers generally 
spend more time with the children, it is quite likely that the 
more favorable attitude is a consequence of their own more exten- 
sive interaction with the child> problems prior to treatment and 
with the alleviation of the problems after treatment. _ Per haps 
fathers, who are generally in less contact with the child, have 
a greater propensity to consider the^ethical^ moral, and philb-^ 
sophic aspects tha.i do mothers who are more frequently confronted 
with the reality of the behavior. 

In summary, what these data indicate is that parents, teach- 
ers , and physicians generally report a positive psychological and 
social environment. It must be remembered that the samples_we 
are using are not general population samples but, rather, those . 
who have accepted treatment or are part of a treatment program^ _ 
It would be errbriebus to generalize these attitudes to a general 
population. 
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Asse^smen^ -gi-Parents , Teachera^ ^nd Fhysiciaris about Severity of 
Condition Prior to Treatment ' " 

The natural history and social context of _ hyperactive chil- . 
dren , the agreement and disagreement among adult ^populations about 
the course of treatment and what has nappehed ahd_sh_cvld be^dprie 
with such uhilcren, may hinge upon the severity of the condition . 
and the agreement among the sample about that severity. Previously^ 
we have discussed that parents^ teachers and physicians, each be- 
longing to separate social systems with different, perspectives , 
may very well see the child and the disorder of the child in a 
different- light. In this section , we examine the assessment, by 
the parents, teachers^ and physicians about the severity of the 
condition of our sample of children. 

Parents > _ teachers^ and physicians all saw the children in our 
sample as having considerable or severe problems prior to treat- 
ment . Modal categories for parents and physicians were "consid- 
erable problems" and for teachers , "severe problems^" The majority 
of parents, teachers^ and physicians saw the child as having con- 
siderable or severe or even most severe problems ^ More physicians 
tended. to see the children as having only mild or moderate, or 
borderline, .problems, than did the teachers . More teachers in turn 
saw the children as having borderline, mild or moderate problems 
than did parents, but all agreed that the majority of the children 
had more sevj-re problems. A very sraall proportion of all three 
samples assessed their children, their students, and their patients 
as having no or only borderline problems. While there were a few 
parentr, teachers,, and physicians who maintained that the children 
had no problems or only a borderline problem, the important find- 
ing is that the.majority Agreed that the children had considerable 
or greater problems. 

As^^ssmeht of Parents, Teachers^ and Physicians- of a Ch a^ -in 
eh±ld-'.s Gondition since Medication Began 

No less essential to understanding the natural history of 
hyperactivity, its diagnosis and treatment, or its severity^ is 
the assessment of the adults about the success of the medication 
treatment. The agreement _ among the three samples about the change 
in the child's condition. is strong. For all three samples, the 
modal category is "much improved" - the second highest category 
available to our respondent .A majority of parents , teachers 
and physicians say. that the^child is either "very much improvea' 
or "much improved:" Teachers tend to be a little more conserya-^ 
tive than parents or physicians in their assessment of the child's 
improvement, and parents are the only respondents who categorize 
any of the children as being _"worse ," "much worse , "_or "very much 

worse" since the beginning of the. treatment . Essentially, ^ 

however^ parents^ teachers., and physicians see the child as getting 
better since treatment and agree among themselves to the extent to 
which that is so when the sample is considered as a whole. 
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Aasessirieht of Parents, Teachersiahd Physicians about Side-Ef f ects 
of Hedtcatidn 

There are sharp differences among physicians^ parents^ and 
teachers in their estimates 6 the severity of side-effects of 
medication treatment^ Physicians tend to report the least amount _ 
of severe side-effects of medication treatment (87% , 80 of 115, of 

the physicians said there were no side-effects). Of the three 

groups , parents reported side-effects with the greatest frequency . 

Still, 58% (97 of 167) reported no side-effects . Teachers fall 

in between with a percentage of 70% (52 of _ 80) ^ Paren^^ 
and physicians were all quite comparable in their reporting of 
moderate side^ef f ects » However, there were considerable differ- 
ences among parents and teachers and physicians. Parents and 

teachers reported more severe and more serious side-effects than 
did the physicians, and parents somewhat more than teachers. It 

is understandable that parents would be somewhat more aware of 

the side-effects than would teachers since some of the side-effects , 
such as sleeplessness, interruption, or changes in eating habits 
may be more conspicubus to parents than to teachers. It is__some- 
what surprising, however, that the individuals who monitor the 
side-effects, the physicians, tender the fewest reports of side- 
effects. There is clearly disagreement among the three groups 

as to the extehsiveness of severe side-effects . Some of this may 
be interpreted in the obvious differences and standards of what 
constitutes a severe side-effect. The differences among teachers 
and parents,, therefore, in the perception of the presence or ab- 
sence of side-effects may be either because parents do not tell _ 
physicians about their perceptio- or the physicians do not credit 
the parent's account as being accurate or sufficiently important 
to .enter into the child's records. Even if one believes that the 
differences are accounted for by the differen&e in standards for 
judging _what constitutes a severe side-effect, these data point 
to the.fact that, the _ cbmmunicatibh between physicians and parents 
is faulty in evaluating the success of the drug regimens. 

Termination of Treatment 

There is no segment of treatment which appears cd be as 
unplanned and as happenstance as the termination of treatment. 
Qne might conceive of the termination bf treatment as being the 
logical and explicitly anticipated. cbnclus ion _ bf a sequence of_ 
actions that have ensued_frbm the initial decisibn tb treat. An 
examination of the. data from parents, teachers, and physicians 
on this stage of_ the process indicates an ending without a con- 
clusion. Our subject groups for these interviews were 113 
parents,' 31 teachers, and 58 physicians. 

For the most part,, the decisibn tb end medication treatment 
seems to b^ ^- most frequently _by the parent^ les.s frequent ly ^ 

by the phy in 2Q%. (6 of 30) of the. cases ,. the teachers 

reported ' was at their suggestion that medication treatment - 

Be termina 
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Termination of treatment is typically riot a plliriried phase 
in the process^ Ver^few physicians (3 of 53, or 6%) made aiiy 
special plans for terminating medication. A somewhat larger per^ 
centage of parents, about one-third of them, _±n.dica_ted _that ttiey 
did make special plans for the termination of the child's medi- 
cation. Half of the parents and physicians reported thaJt they_ 
tried a trial discontinuation of the medication to see the con- 
sequences of ending treatment. 

Consistent with the finding relative to the monitoring of 
treatment , physicians report little contact with teachers relative 
:^ Che termination of medication. Two-thirds of the physicians 
r37 of 54) reported that they did not collect information from 
zh'e teacher. Half of the parents, however, did report collecting 
informatibri from teachers . 

Physicians generally did not decide to end the treatment _ 
guided by a physical sxamination of the child. Three-fourths of 

the physicians, (36 of 49) report that they did not provide a 

physical examination at the termination of treatment^ In ihstap- 
ces where there is a clear organic pathology it is to be expected 
that an examination ybUldbe useful to determine whether the ^ 
treatment. has .been effective. If the condition is more elusive 
and less likely to be diagnosed using an examination , then we 
should expect an accordingly low usage of any examination in _ 
order to determine if the treatment should be terminated. This 
seems to be the case with hyperactivity. 

With regard to post- treatment aspects . by and large^ 3 of 
41 physicians provided parents with information about ways of 
disposing of medication when the treatment was ended. Since the 
stimulant medications are considered to be a type of pyschoactiye 
chemicals which can be abused it would _ seem reasonable for physi- 
cians CO inquire about the _ambunt of pills that were left oyer 
^nd to provide clear and adequate infbrmation about the ways to 
^dispose of those which were remaining. In several Instances^ as 
r^e conducted interviews, we realized that while the parent had ^ 
ended the treatment this had. not been communicated to the physi- 
cian and had no^: been communicated to anyone until our interview 
took place^ in other instances, the physician assumed the child 
had discontinued medication only because, as he checked records 
during the interview it was clear that the prescription had not 
been refilled. eiearly, in these cases, the physician ' s ability 
to advise the parent about pos t-medicaticn treatment of the child, 
disposal of unused medication, and similar matters, is severely 
limited. 

The picture that emerges from this.sectibn of the interview 
is the termination of treacment as a relatively spbritanebus and ^ 
undeliberate aspect of ^he process. It typically does nbt entail 
high degrees cf structure nor any extensive interaction ^mong the 
participants in the process^ Treatment for children jus t seems 
tb fade awav rather than end x^ith any careful consideration of 
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subsequent procedures or _ processes that are. useful to the 
maintenance of the child's health or education. 
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CHAPTER SIX 



BELIEFS ABOUT AND ATTITUDES TOWARD HYPERACTIVITY AND ITS 
TREATMZr' ^-JITH STIMULANT >IEblCATidN 



Earlier in this _report the question of systematic difference 
in perception, belief, and_ attitude among members of the three 
social systems dealing with hyperactive _ children was discussed^ 
In this chapter we present data_ concerning the beliefs about and 
attitudes toward the nature of hyperactivity and its treatment 
as held by parents, teachers, an-i' phys ic^; aris . This is done vxa 
a scale developed to measure general atti^'"^es toward medication 

for hyperactive children. We then examiued specific attitude 

items that wereasked of parents , teachers, and physicians some 
of which comprised the scale. Finally, weexamined the beliefs 
about hyperactivity: its nature _ and its origin, as held by these 
three groups in the children's lives. 



G eneral At ti tilde— txjward Medication for Hyperactive Childr^ 

Parents, teachers, and physicians all hold generally _ favor- 
able attitudes toward the treatment of hyperactive children with 
medication. Very few are strongly opposed to the use cf medica- 
tion In each of the three groups, three-quarters of our _ 
rest 'dents are in favor of the use of medication idr hyperactive 
chi an. (See Table 6^1^ Appendix K.) The major difference 
am. t-.he groups is that physicians are more strongly in favc^" of 
me ca^ on for hyperactive children than are_ either of the other 
two groups. Over half of -he physicians fall in the most favor- 
able scale s. ore attitude rqtip coneerning_ the use of medication. 
Less than one-fdvrth of th_ teach. rc and physicians and parents 
have scale scores in that most favorable category. _As groups, 
the parei-ts and the teachers present very similar pictures on the 
Guttman Scale. The physicians are considerably stronger in trcir 
eridorsemerit of niedication . 

We have also analyzed each group separately by the three 
phases of treatment. (See Table 6.2, Appendix X.) 
Tbere is riot ? great deal of variability £-..ong t'\e three treat- _ 
men^ phase, for ariy c' the three samples. "^arenus, ceachers , _ ana 
physiciaris all terid to be s.:rongly in favor of the use of medica- 
tion for hyperactive children no matter which phase of- treatment 
the child in their care happens to be in. Examination of the ; 
differences iri attitudes toward medicatio:; use by hyperactive 
children by phase of treatmerit within each sample indicates ad 
significant differerices for any of the samples across the phases, 
■n each_ sample " there is sdme slight; variation in the proportion 
favorable, but these differences are not signif ic:int . 

The distributidri df the Kalp.inazoo sample on the Gut tmari Scale , 
irieasurihg the general attitude toward medication for hyperactive 
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children, _is very similar -:o that of the. Grr^nd Rapids parental 
sample. The Kalamazoo pareri.ts_were slight ly _iriore in favor_ of 
z:edieation for hyperactive children. None of the parents had 
scale s'liores in the category of . greatest: bpobsitibri to the use of 
medication for hyperactive children. Slighrl/ higher propbrtibhs_ 
(oh the order of 5-9T4) were in the secpnd and third most favbrable 
categories, (See Table 6.3, in Appendi:^ K. ] 

item Examinatix^n^-df^^enexaj^ Attitt^e.^^^ an ^ 

P-hysi cians 

A somewhat differenu picture emerges when the individual _ 

items of the general attitude scale are examined. Approximately 
957o of the parents^ teachers ^ and physicxans agree that **medica- 
tion is not the total solution for the hyperactive child, but it 
is a useful and important part of the solution . Vifty-six per- 
cent of parents and teachers agree v/ith the statement ;:hat "while 
the use of medication may be necessary for a small percentage of 
children, Its use has become too widespraad^^ More physicians 
than i::arents and teachers agreed with this statement_(34 of "^l, 
or 68%). The phy:jicians are more critical of the current r^cig? 
of medication for hyperactivity than either the parents or . 
teachers . - 

Two- thirds of all parents and teachers agree that ''there is 

so much confusion about what hyperactivity is , that the use of 

the medication is questionable.'' Less than 4d7a of the physicians 
agreed to this item. Fifty percent of ^eachrrs and 60% of phy- 
sicians agree that ^'most doctors are careful -n. pre_s_cribiTlg___ 
medication and they work well for hyperactive children." Far 

more, almost 807o of the parents expressed this belief in the 

carefulness of the prescribing physician . Whether this greater- 
trust in physicians on the_ part of parents is reflective of the 
naivety of the "non-expert" * or whether it reflects the reality 
of living with a child for whom such medication has been pre- 
scribed is not known. 

When questioned about agreement with the statement "Not 
enough is known about the dangers of medication to r.ake it a safe 

approach ," the three samples responded in much the sc.aie fashion 

that they did to the ite n. concerning confusion about hyperactivity 
making the use of . medication questionable. Although a dtnaller 
proportion, of each sample agreer^. to tnis thLti to tt. former ques - 
tion, nearly 50% of the parent expressed ddur>t abc r. the stare 
of knowledge of che dangers of medication, as compared to only 
one- third, of the . teachers , and. less than dne-f durth df the physi- 
cians . The physicians in ..paa._Licular tend to niinimize the dangers 
in the use of medication for hyperactivity whiMe the other groups 
are not quite as sanguine. 

Two items w^^e constructed to elicit, from r He g-»^dups , 
responses to extreme statements, rjositive and negative, about the 
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use of medication for hyperactive children. . Ohe item: "it is . 
never proper to use medication -to tamper with the minds of. chil- 
dren in school" evokes verv different responses from the three 
samples. In none of the samples did a majority of our respondents 
agree to this item. However, over 35% of the parents agreed with 
this statement, contrasted with just a little over oner-fifth of 
the teachers, and one- tenth of the physicians. When the groups 
were asked to respond to the item "it's a shame to let children 
suffer when there arc. medicines like these that can help them, 
each Of the samples overwhelmingly agreed with ihis item. ^Ii^'=^v■ 
percent Of the parents, and approximatelv 80% of the physici- . 
and teachers agreed with this statement These groups, tlieij . 
were quite different in the extent of jhair rejection Of the nega- 
tive end Of the belief continuum, but agreed on their endorsement 
of the positive position. 

Examination of the constituent parts of what we_ measured as 
a general attitude toward the usa of medication for hyperactivity 
shows that, even though these items scaled a:s unidimentional by 
Guttman standards, there is considerable variation in the compo- 
nent belief by sample. As with the general attitude score, 
parents and teachers tend to agree with one anc; ^r mors than 
either agrees with physicians. Physicians tend t more posi- 

tive on items that call for more specialized kno^iccedgp And _ 
parents seem to feel mOre. strongly about ite. . whi;rh call broader, 
ideological, or ethical questions into play. 

Fewer Kalamazoo thau Grand Rapids parents (slightly more 
than two-fifths) agreed that the use of medication has become too 
widespread. Grand Rapids ar.d Kalamazoo parents agreed very 
closelv. _more than thx -ae- quarters of each sample, that physicians 
are ca'z :ful in pres cr : -->ihg mediCatioi;. The two samples agreed 
Guite closely, over two -thirds, that the use o^ medication may be 
questionable because _ of _ confusion Over the nature of hyperactivity. 
Somewhat more Sra_ d Rapids parent? , about 46%, feelthatnot _ 
enough is known about the dangers c"': m_edicat-''.on to make it a safe 
approach than do Kfilamazoo -jarants . 35%. Si ..il?.riy^ more Sr 
Rapids parents, about 36%, as oom.par'id with just over one-fi" 
of the R-'lamazoo parents, agreed that it is never proper to 
medication to tamper V7ich the minds of children in schools • z 

all of Che Kalamazoo parents {all but Oi-e) believed that for ciil- 
dre-. who need them, medicines for treatmen,: of hyperactivity are 
almosc a miracle. _This compares with four-fifths of the Grand^ 
Rapid3 sample who felt the same V7ay. A vast majority, 90^ of the 
Granc^ Rapids pare/ 1 s and all but one of the Kalamazoo parents , 
thi_ igr.t that it's a shame to lej children suffer when there are_ 
medi^-Lnes like these that can help them. The same Droporcion of 
Kalamazoo and Grand Rapids parents ul.oUght that mediation was 
not the .:otal olutioh but a useful and important part of the 
solution. 

It is important to note thostrOng convergence of opinion 
b^.cwecn these two santples - samples that differF.d ir. the manner 



87 



80 



in which they were selected. The generalizations made . above . . ^ 
about the Grand Rapids sample^ the maj.or parent:al_ sample in this 
research, can be extended without diffieulcy to the Kalamazoo 
sample, and the general attitude about .medication is. therefore 
homogeneous among the two major sats b£ piarehts in this research. 

Attitudes of Parents-. Teachers, and Physicians toward the Use of 
Medication for Chi ldren in The i r -^are ^ 

In addition to questions about: the use _df_ medication for 
hyperactive children in generr^l_^ we examined the attitudes qf 
parents, teachers, and physicians concerning the use of medica- 
tion for the child, the studen t , the patient , in their care. 
Literature previously cited indicates that endors^ement of psycho- 
active medication in general populations increases when the 
respondent is coacernc d wi th a situational or personal circum- . 
stance as opposed to an abstract , general circumstance . In addi- 
tion, our sample is comprised of thr parents ^ teachers , and_ . 
physicians of children for whom medi^^ation has been prescribed, 
and/or who, for some period of time, have been taking medication^ ; 
Neg-^tive attitudes toward medication for these children may Indi- 
cate that, the responsible, adult thought that an error had been 
made in the prescription and the taking of the medication. 

When comparing the attitudes of parents ^teachers , ^nd^ 
pfvysicians_toward the. use of nio.dication for children in th-^ir 
care (see Table 6.4, Apper '.ix we note that, unlike tLc 

expression of attitudes ir. gen*.iral, there is a convergence between 
the feelings of physicians and parents, while teachers are marked- 
ly different crom both of the other groups . For parents .id 
physicians , aiore than twb-fifuhs of each sample elected the. posi- 
tive, un ambivalent statement about medication and their child 

strong'.y favor the treatment of this child with_ medication. " 
These responses were the model responses for both parents and. 
physicians. Just over one-quarter of the teachers agreed mth 
this statement. .Almost one-third of the parents and physicians 
chose the item which read _ "I have some misgivings abouc the use 
of medication but am inclined to favor it for this child.*' ^^2f^ 
to two-fifths ef .the. teachers selected ^'"is item . The comparable 
ambivalent item which leaned toward a negative position, "While 
i see something in its favor, I am inclined to disxavor it for 
this child," was selected by approximately one-fifth of the .par- 
ents , and almost one-quarter of the physicians . Only 16% o£_ the 
teachers selected this . category . . The unambiguous disapproval of 
medicanion for the child wa_s indicated by 6% and 87o of parents 
and teachers respectively, but by n^np. of the physicians. 

Thesalieht findings, aooutthis altitude . are th--. mach^greater 
ambivalence of teachers about medication for the children in their 
carp; --jd the relatively low, unqualified endorsement given b^- 
ail tb ie sambles talking -.bout children in th ir cjre who have 
been o::, or are currently on a . edicatidn regimen. For e"ample. 
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aLtiidst half of the parents , over half of the teachers , and half 
of the physicians, selected an ambivalent attitudinal response . 
Qualifications, whether leading to a positive or negative assess- 
ment, occur for most of the respondents in each ssimple. Even if 
there are some dif f erGtices among the three samples, none of the 
three samples displayed the overwhelming (indeed mindless) endorse 
ment of medicating the children in their care that has often 
been portrayed in the media. 

Kalamazoo Sample - Attitudes towar d Medication for Children in 
Their Care 

The Kalamazoo group . of parents . displayed somewhat different 
attitudes toward medication for their. children than did the Grand 
Rapids sample^ One- third . of tL:e sample endorsed the medication 
without qualifieation, while 55%_bf the . sample are__ambiv4 ".ent , 
leaning toward favoring its use for. their child. Virtually all 
responses were in these two . favorable categories. The ambivalence 
noted in the three samples in Grand Rapids is. also to be found in 
che Kalamazoo parent sample. The positive ambivalent category 
is the model category for the Kalamazoo parent r spbnse. _ _ The 
general attitudes of Kalamazoo parents of hypera> tivs children 
are quite similar to those o^ Grand Rapids par-^mus though slightly 
more favorable: 



The-3eiiefs of -Eare ntLs Teachers, and Physicians about Hyper - 
act i vi ty anxmts-"E t j Lo 1 agy 

considerable importrance to th^i coh-?-rence cf the_ chile's 
^aviroaraent and t'ne ability of parenta, teachers,, arid physician-o 
CO c.^mmunicE^'^ and work in organized fashion in tKe diagnosis a.ici 
treatment Che hyporacti^^e child is the convergence of their 
beliefs ?boct hyperactivity^ There are many different views on. 
the nature and etiology of hypex activity in. the pbpuJ.pr and tech- 
nical literature^ Parents, teachers, and physicians via> se<:ure 
information about hyperactivity f rom ur tvers ity tr^iniug, in- 
servi ce trairing , discussion , magazines , television , newspapers , 
and the like. Jfhatever the r^ources of information the conver- 
gence of the members of the three social syseems :md their, views 
about this disorder is of considerable importance to the child, 
and his treatment. 

We v7lll rirsL exarai"n:i the genera"' beliefs about hyperactivity 
When asl^ed to respond to the statemen.:^^ *'the term hy^ •^/'C'^tive i 
used to characterize chi Idren who are energetic^ active , creativt , 
or merely restless,*' a majority of each sample tended to agree. 
Just over n^^l " of tb-^- physicians and teachers agreed with th^^t- 
stateiw-t, but over 70% of * parents agreed: (See Table o.o, 
Appendix More of the ^nts , th-isre fore ^ tended to view the' 

l^bel, ■ .yperactive , with sor. ,>enign denot ition^ The more person^ 
al invo :.veinent with tl^e hyperactive ch^'M c^n the part o£ t^^e 
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parent may well serve as mbtivatibh for this view. A sharp rever- 
sal of these beliefs was seen when the three groups were re.-^p end- 
ing to the statement^ "in some instahees.it may_ be a good thing 
for a child to be hyperactive." Dver half of the physicians and 
teachers agreed to that statement, but only 327o of the parents^ 
agreed with the statement. Appreciable proportions of the physi- 
cians, parents, and teachers agreed with the statement that: The 
term hyperactive is used b^; people to make it possible to control 
or to suppress children.*' In each group the _?lurality agreed 
(43% for parents, Wto for teachers, and 547o for physicians). 

We asked respor dents whetherthe term hyperactive is a legi- 
tinate diagnosis of a real problem for some children. Overwhelm- 
ingly, parents (93% of them) agreed that it was. Almost as many 
teachers agreed, but only three-quarter? of the physicians agreed 
to this statemt.it. In the realm of _ medical diagnosi? and medical 
entity, therefore, the physicians ."=-'-ow the least amount of agree- 
menc aabng the three damples. 

The meaning of the saffpi^s' responses to these four items 
characterizing hyperactivity is that they agree that hyperactivity 
is a real problem and a real medical encity^ When asked specific 
questions, each of the samples has a large proportion qual " ?ying 
the pathological implications of Che label hyperactive.- In three 
of these four items, the s -respond in manners differing _ 
signir Lcantly from one aut he perception of iLyperactiviry 

among parents, teachers. ... ciarj is act homogeneous . They 

differ from one anothe?- lu • they believe, the label i^ and 

me : n:s . * 

When examining the parents', ':eac}:;ers ' , and physicians no- 
tions about the etiology of h^/peracci-vity, we also note cornsider- 
able difference among the three samples. Of the six questicus 

*One of the things that caught bur e-e was that p% of thrf physi- 
cians (13) said thr.t they disagreed with the statement: The term 
'hyperactive' is a egitimate diagnosis of a real problem for some 
cnildreh." We reviewed the tapes of the interviews with chose 
p.hysici.Hn5, to audit their response _tc this item. _ One physician 
iaid, "I don'c know if it's a_ legitimate diagnosis . I d have to _ 
say hyperactive is - I don't like to call it a diagnosis I guess: 

Other phvsicians refer to Hyperactivity as a synarome or a 

description rather than a diagnosis, buttressing our concern *-hat 
the argument was^with terminology rather than with medical entity: 
One disr^greeing physician said "No . _ It's just a symptom, not a 
diagnosis." Another comment was: "I think it should be the hyper- 
a.-tive child syndrome. Ju?t to sa^ _a child is hyperactive vitaout 
the oyadrome, there is no point. If ybu re just saying ae, li 
hyperactive that's not a diagnosis. Another phy- ician -oted , 
"I wouldn't call it hyperaec^ve, so I vvbUlc say r>o - oecause I 
just use the word syndrome;" 
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asked aV.v er.i oleics?' . it. e wo.rt significant differences ambrig- 

the crr^jc 'Aaiitplt^s c:i fouv ::f these questions . On two ques tions , _ 

*'at least ?me ^sc^ of hvpciracvivity are caused by psychological 
or embtionai pr'.;^ eras'' and 'an leajt: some casesof hyperactivity 
are caused_by ie.tvl pcisdning'V there were no differences among the 
samples. Ov'erwhe Iming _ prdpor ti ons of all three samples agreed 
taat cases, of tiyperactiVity are caused, by psychological or emo- 
trlonal probleras' _Clbse to , or over 90% of each of Lhe samples _ 
agreed to this.. In the case, of lead poisoning being a cause of 
hyperactivity, irirge prbpbrtidns of both samp ies simply said they 
did not knov. These ranged frbm abbut one-quarter jf the physi- 
cian sample to. 70% -md 90% bf parents and teachers respectively. 
Of particular inter 3sr. here , ..however , are. the responses of the 

phvsicians. Fifty percent of the physicians agreed that iea.d 

poisoning could cause hyperactivity.. The other 50% were divided 
equally between disagreeing and not knbwing . 



Teachers and physicians agree in . propbrtions far greater than 
parents that some cases of .hyperactivity are caused by p/iysiolog- 
Ical or neurological disorders. Three-quarters bf the parents 
agreed that this may be the . case, but greater prbportioris of tea- 
chers (88%) and physicians (92%) agree. This may reflect the_ _ 
^ mdencv on the part of some parents . to deny either the reality 
or the physical reality of their child's disorder. Parents also 
agreed" less th^n teachers and physicians that some cases of hyper- 
activity are caused by poor nutrition. A majbrity bf the teachers 
and over two-fifths of the physicians agreed with this statement, 
but only 377o or the parents did. 

Even more dramatic, ana in the same' directibn, i" ;ie dis- 
tribution of opinion about poor social conditibns as a cause of 
hyperactivity One-third of the parents denied pbbr sbcial con- 
ditions as a Dcisis for hyperactivity as appbsed to bne-fifth of 
the physicians and less than one- tenth of ta.^ teachers . Over 
thr ee-quarters of the physicians felt: that . the etib.lbgy bf hyper- 
activity could be tied to poor social conditibhs. More than 
two- thirds of the teachers felt this, way, but_j us t cvei' two-fifnhs 
of the parents felu this was a possibility. .Finally; continuing 
the pattern, mora physicians and teachers felt that poor schools 
could be a cause of hyperactivity than did. parent.s . . AbbUt half 
bf the teachers and physicians felt -that this might..be the cause, 
compared with just over one-third of the oarents. Half of the 
parents disagreed thr^r this might be a cause, compared with just 
over one-third of the teachers and_ two -fifths of the. physicians . 
It 1;^ ^nctL-resting to note the strong proc3 i vity. of _ the teachers 
to ascribe causality of hyperactivity to h^u schools. _ More 
teachers agreed ihat bad schools might be the cause of hyper- 
activity than eiL-.ier the parents or the physicians. 

tJhen asked whether food additives iright be. a cause of hyper- 
activity, the physicians were least likely of the three sample? 
to credit, this as a cause. Less than one-fourth of the physicians 
thought that this was a possible cause, compared with two- thirds 
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of Che teachers and almost two-fifths of the p^^^^^s . Sver ha'':£ 
o£ the physicians indicated that they. did not know, and slightly 
ever half of the parents were '.mcertain . 

These data show_ a difference in opinion about the etiology 
of hyperactivity. Physicians, no less than teachers and parents, 
show' themselves divided over other possible explanations such as 
social conditions , food additives, schools, and lead, poisoning . 
Parents manifest different belief patterns than the physicians. 
The difference between parents , teachers, and physicians about 
the etiology is striking : 



The data support the pos iting of systematic differences In 
perception, belio.f, and attitude among the pareiics, teachers^ and 
physicians responsible for the Hyperactive children in our sample. 
The differences among the threegroups seem to reflect the pre- 
viously discussed differences among tneir social systems^ Those 
differences, it was predicted, vould generate among system mem- 
bers sys tematically different perspectives on hyperactivity and 
its treatment. 

The differences among iavoived system members, iu tur:^ , were 
seen to produce not only a lack of articulation among the system 
in general but an incoherence in the hyperactive child's envir- 
onment in particular. The reaction to hyperactivity, creates an 
environment which Is unpr'^^ictabie for the child. The incoher- 
ence of the child' 1 environment , resulting from the differing 
beliefs and perspectives en the part of the significant .adults 
in his environiTient , provides yet another source of _ difficulty _ 
for the hy^-eractive child. There is a double penalty:, the social 
difficulties under \y:iLc^ the child is laboring are increased and 
these, difficulties ar^ organized around attnmpts to deal with 
the child's condiuibii. 



CHAPTER SEVEN 



THE CHILDREN: THEIR ATTITUDES, PERCEPTIONS 
AND EXPERIENCES 

No issue pertaining to the ' p ot stimulant ttiedication is 
more iinpdrtant than the consequ.v. 'c of stitnulatiu medication on the 
children being treated. There Sas been much research abSut the 
effect of medication on various scholastic and cognitive variables, 
and there H,:;.^ been some speculation (and assumptions) about the 
cdnseqUc' • ^f . stimulant medication on attitudes and other kinds 
of percer . . ... formed by. the child. When we began this research, 
we could . ■ no research on the impact of medication treatment on 
hyperact-i- " lildreh from the perspective of the children. Infor- 
mation. aboaL the perceptions, beliefs and attitudes of the children 
themselves was lacking. This . struck, us as a particularly critical 
gap^ in knowledge . of the social, psychblbgical , and educational 
effects of the diagnosis and treatment of hyperactive children. 
Although, parents , teachers and ph^^^sician.s intersect the hyperactive 
child's life most significantly, it is. the reaction of the child 
that is the product of continuous, intimate living with the prob- 
lem. Ultimately the reactions of the_ child are the gauge of the 
impact of this condition upon the child and the success or failure 
of the treatment. 

One of the problems we encountered, as_ we iT»ade plans to 
interview the children, was the exteat of cheir axvareness of the 
diagnosis and treatment. Some of bur consultant s . told hat we 

ought not to expect that hypeiaetive chiLdren wouldmake _ cd 
rel^earnh subjects. We v7ere cautioned to b.e modest in bur poc- 
tauions of. oxi^' interviews with children. Nbt brily, .we were to d, 
would we have the problem of interviewing young children bu^^ in 
addition^ we would encounter the problem, of . interviewirig hyper- 
active children, who would be particularly non-ref lectiye and 
oblivLOU3 CO those ^^spects of their environment pertaining tb 
the ir diagnos is and treatment . 

Thus^ it was with some tirepidatiba that we began the inter- 
views with children: We were uncertain about Viow much information 

could cotalr from the interviews; we were even more cbncerned 
about the potenc ial £cf tf aums from the interviews ... If . indeed,^ 
the children were oblivious and unmindful of their diagribsis and 
treatment interview which focused questions on these .cbncerns 

could potentially raise new and additional issues and .problems for 
the children. Both for reasons of avoiding trauma and testing, 
how accurately the extc:nt of the children's obliviousness _ had been 
predicted, we" began the interviews with a series of questions that 
examined the extent o*-' nheir awareness to their diagnosis and 
medication treatment. 

We found that most children were aware of their _ diagnosis as 
hyperactive. When asked questions about the knowledge about 
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the medic? tidri . that was taken to help them in school or at homej 
most of the children in both the Grand Rapids- and Kalamazoo saStples 
demonstrated awareness (83% . in Grand Rap^dd £lC)8 of 1307 and 947o _ 
in Kalamazoo £34 of. 34^), W^tien a^^erl - h.- t ne medication and pills 

were being taken.,, the most cpmmdri. op ; i were ''because I am 

hyperactive" or "to calm me down,'' or some variation on responses 
such as these. 

Our interviewers were carefully trained to ask the open- 
ended questions , _ to lis on to the. responses made by the children, 
and to watch their reactions cd the que.stions in order to deter- 
mine whether the issues, and quest ions . that were being presented 
to them were uncomfortable or unfamiliar ones . If they perceived 
this CO be the case, they were instructed to skip the rest of the 
questiorts that pertained ta the diagnosis and _ treatment and to end 
the interview with the self-esteem scale.. This procedure was only 
requiredin 17% of the cades in Grand Rapids and 3% in Kalamazoo. 
Our i:^^terviewers were also trained to assess . the extent to which 
it appeared the child understands the role of medication in the 
treatment or his conditi n. A substantial. percentage of both 
samples ^68?o xn Grand Rapids and 79% in Kalamazoo) were -judged^ 
understanding of the medication and the use to which it was being 
put. (See Table 7^1 , Appendix t . ) The conclusion this leads us 
to is that children in both samples were .generally cognizant of 
their condition andhad linked the use of medication ta that con- 
dition. Tnis is particularly impressive since 407o of the . children 
(36^- in Grand Rapids^ 53% in Kalamazoo) reported remembering _no__ _ 
communicaLion explaining the medication (see Table 7.2, Appendix L) 

As miglit be_expected_^_given the variety of positions which 
exist part of parehts , teachers , and physicians concerning 

the fimctlLn of the medication , there was variation among children 
about the reason for the medication but, to. a considerable extent, 
the children in bcthsampies aemonstra "ed. that they were. not ^ 
oblivious to the^r_^ t^t I . ; as a diagnosed hyperactive child, that 
they did parceive themselves as having a beh-?.vioial or . learning 
problem, and that the T.cdlcation they were takiag was in some way 
intended to help thsm wirn that condition. 

Even thc^;gh most children were awar'B z.^ their _diagnosi s and 
treatment, there was much murkirieco abotit how and why. tr-^acment^ 
began. Uoubtless, some of this murkiitess was caased by he tdtne 
whiei.! had elapsed from rhe commencement of the -medication " *eau- 
ment to the time of the interviews. About half of each s.zsapse of 
children could r:ot r^rall a ;:ritical iiiciaent that loi Ic. 
decision to medicate viable 7.3, Appendix t)^ Ab'-a/i: a. :."l'.irr: of 
the children cited prrb^ems in school or learning or b-ha -'.oral^ 
problems as a critical iticident, This i ndicatcss that the child's 
perctption of the proble:n does not appear generally -o. be iinke.d 
to a crisis.. VJhen iL ii linked to a crisis, the school is tne 
site of the incident. 
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Along Che s^e lines even though some of the literature 
(particularly the popular literature) attributes the use of medi- 
cation to teachers, the children in our sample tend not to see 
teachers as involved in the decision to initiate medication, The 
pe^-ceptiou of the children is more convergent with the p>erception 
of the adults in their environment that the decision to begin 
medication lies within the domain o£ physicians and parents, 

Eighty-six percent of the children in our samples reported 
that their physicians or parents initiated the idea of _ mediqatidn . 
About half the children in both samples reported _ the .physician, a^ 
initiator; slightly more than one -third (387o in Grand Rapids, .24% 
in Kalamazoo) cited their parents as medication initiators. (See 
Table 7.4, Appendix . ) Only 6% of our Grand Rapids sample and_ 
37o of the Kalamazoo Frinple report that the teacher was the decisive 
person in the decisiou to begin medication. Three children in _^ 
our Grand Rapids samp J e ^indicated that the decision to begin medi- 
cation was made by r.')' mselves. 

One of the fdc^.. points of the interviews with children was 
their perception or .he communication of parents , -'doctors , ^d 
teachers with them- During the parent , teacher_^ anc^physician 
interviews., we askea a number of questions about corrnunication 
with th- child.. . We also asked these questions of the rbitdren 
themselves.. Thirvy- seven percent of the Grand Rapids children 

and 56% of the Ka] ar.azbb children indicated that there were no 

conversations with them. We find this a particularlytrqublesome 
finding. Even if the conversations did occur with some children 
who did. rot report them, the usefulness of those conversations is 

in ccnsiderabie me£:::.ure r.^.flected. in the recollection of them.. 

However, it is . not . inconceivable that conversation3 may '"^ave been 
very beneficial and had an impact oti the child's life ev ■ though 
the> are no longer remembered. 

About two-thirds of -he Grand Rapids saniple and one-half of 
the Kalamazoo sample reported conversations with people who ex- 
plained the. medication . to the child. When these conversations 
occurred, they typically occurred with the doctor (21%) or the 
parent (44%). In only one instance, in both samples combined, 
was there a report of a conversation with a teacher pertaining 
to the medication treatment. (See Table 7.2, Appendix h.) 

The children generally perceived the nature of_ the medication 
to be tied to *:he need to calm or slow them down, to treat their 
hyperactive condition^ . to assist them with school work or because 
of misbehavior. The first two.bf these explanations were provided 

by roughly one- third of the c^hildren and the second two by around 

30% of the rc.iorting samples. Their own beliefs were quite similar 
to the explanations they were perceiv'.ng. 

It is Oi: interest that teacher involvement in conversations 
pertaining to the aiedicat ion are. reported only to a very limited 
extent by the child. There may be some underreporting of conver- 
sations, but this substantiates the finding in other data indi- 
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;'a-:.ing that teachers are generally cautious about discussions per- 
taining to stimulant medication, 

One of the important questions that we a^ked the children 
was about their own evaluation of the effectiveness or the rnedi- 
cation. Almost a third of the children (24% in Srand Rapids and 
38% in Kalamazoo) had no opinion about the medication they were 

(or had) taken. But a plurality of the children, 46% (497^ in 

Grand Rapids and 35% in Kalamazoo) assessed their medication posi- 
tively. One fifth of the sample was ambivalent. Only 6% in Grand 
Rapids and 3% in Kalamazop thought it was bad to be taking the 
medication. Sim arly 87% of the children perceive that their 
medication hei.ps v^lJ much" (57%) or -^sdme" (30%) ._ (See Table 
7.5. ApD.;: '^lx_ > Large majorities' (about 60%) report that taking 
their ir atiua makSs. their, school work tdasier and makes it easier 
to be w^^u friends (Table 7,6, Appendix L,) 

Seventeen percent of the combined samples said that medica- 
tion made their work more difficult . A comparable question was 
asked .pertaining to the effect of medication on the abilit:y to be 
with friends; the percentage responding that medication made it 
easier to _be with friends was siinil.ir to those reporting the effi- 
cacious effect. on school work.. There was a higher percentage of 
children in Kalamazoo (about brie-third of the group) reporting 
that the medication made, it more difficult to $e with their friends. 
Generally, the greatest benefits ;he children perceive from taking 
medication. is :hat they. are calmed down , .exhibit improved behavior, 
and are helpeain school performance. (See Table 7.7, Appendix 
L. ) The child's perceptibii of the unpi ^asant aspects of medica- 
tion was predominantly focused on the tas -e and on the taecing of 
pills. Theso two explanations were the pireddminant responses by 
those who dia perceive unpleasant aspect j of taking medication. 

Although a sizable group, of the children, (about 40%) reported 
that they felt no different when they did not take their medica- 
tion, over two-tnirds reported . that others, could tell, mostly 
their pare>:"s and teachers. (See Table 7.8, Appendix L.) 

The pateern of med-* ' aking repbrted__by _ the children 
rnveals the ioiportance • procedures. TThile. almost all 

the children indicate th- ^:ht-.ir medication. prior to going 

tcischool, two-thirds al::-. ' . • ^ _they. took their medication at 
iuhch time i^chool. Reiatrvely few children take their medica- 
tion any otrter time (see Table 7.5, Appr^ndix L) . 

Data from the children indicate a diver irity of ..places . in 
which their medication is administered _at. school . No single place 
characterizes this activity in spite of the. relative frequency of 
medication at school. 

While i^ would be incorrect to characterize the children in 
general as being teased, or treated unfairly because of medica- 
tion, 'there is an appreciable perception on the part of children, 
that they were either teased or treated unfairly as a reaction of 
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others to their medication. (See Table 7 . 10 , Appendix ) This 
appeared to be more prevalent in the Kalamazoo sample than in the 
Grand Rapids sample, probably because more Kalamazoo subjects were 
in medication treatment at the time of the interviews . Both sam- 
ples reported the least amount of teasing from siblings and higher 
percentages from peers . _ While the data indicated the benefits of 
medication in getting . along with friends., we also found that chil- 
dren believed medication caused them to. be picked on or taased by 
their friends. These data are not intrinsically incompatible. 
They could well point to differences _ in the social sitUation_which, 
in some instances, have caused beneficial outcomes and^ in others, 
harmful outcomes . 

In sum, then, children recognized some negative cdnsequences 
of being on medication and displayed some resistance to it. How- 
ever, their ass'2ssmeht of the medication was positive and their 
tinderstanding of its purpose, accurate. The social, arrangements 
of treatments for hyperactivity and communication about it is seen 
as uncertain and reflects^ xn the experiences of the children^ ^ the 
uncertainty seen in our analysis of parents, teachers and physi- 
cians . 

Since we used a large number of open-ended questions^ we 
gathered many comments in the children ' s own words. These com- 
ments augment the data reported on this chapter. Appendix. M 
presents a selection of children's observations organized by 
topics which are discussed in this chapter. Understanding of 
the child's world is advanced by leavening the statistical analy- 
sis with the words of the children selected not for their typii- 
cality but for their presentation of the intensity and flavor of 
their experience. 
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CHAPTER EIGHT 



PARENT^ .TEACHER, AND PHYSICIAN ROLES IN 
CARING FOR HYPERACTIVE CHILDREN 



One bf_ the major organizing concepts for this study is that 
of role_. _ The concept, of role provides a way of identifying ex- 
pected behaviors -dh the part of. individuals whd. are involved in 
the diagnosis and treatment bf_ hyperactivity . Our use of role is 
as expected behaviors rather than actual behaviors. Iri other 
words, role means what a person believes ought to be done rather 
than what is actually done , The focus on expected behaviors pro- 
vides a way of identifying the. more regularized and less idqsjm- 
cratic aspects of the care of hyperactive children as perceived 
by the relevant parties. In cur ihterviewa with .parents , teachers 
and physicians about role, we shifted the focus from their own 
child^ pupil, or patient to the perceptions _of what ought tcp hap- 
pen for effective diagnosis and treatment of hyperactive children 
in general . 

Three dimensions of role were constructed for the analysis. 
The first, we termed inclusion (breadth of role). This refers to 
the extensiveness of behaviors which are deemed to be a part of 
the role. How many of .the 35 behaviors comprising bur sample of 
possible role behaviors are believed to be necessary in caring fcpr 
hyperactive children? The second dimension we have termed legiti- 
macy^ Which persons ought to be involved and which person bugiit 
not to be involved in specified behaviors in the diagnosis and 
treatment of hyperactive children? This refe the perceived 

right of various individua.ls to be involved in the. behaviors . 
The third dimension we have termed dominance, which refers to the 
perception of who should be the major actor with regard to the 
particular behavior in question. 

In developing the role ins trument , we tried to ihclude items 
which were generally reasonable and which reflected eith^ ongoing 
practice in the diagnosis and the termination pf treatment of 
hyperactive children or practices which. In pre -tes ts , in pre-_ 
study interviews with parents , teachers , physicians , and consul- 
tants would be highly desirable and approprLa-te . We did not nom- 
inate outlandish or esoteric behaviors . Thus^ it was not surpri- 
sing that the mean percentages of agreement on the inclusion 
dimension were high. Parents endorsed 86.2% of the 35 items, 
teachers, 88.5%; and physicians, 85.6%. The standard deviation 
for parents" was 20.0%; for teachers, 20^3%; and^for physicians, 
24.4%. These figures show that the central tendency amongthe _ 
three samples was quite similar and that there was endorsement of 
most of the items in the role behavior as useful behaviors in the 
treatment of hyperactive children. 

Another way of examining the nature of agreement about inclu- 
sion is to consider those items which were agreed to by less than 
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90% of any of the samples. In. the . case_o_f parents,^22 or 62.8/o 
had liss than 90% agreement. .For teachers, 25 or 74.3/6 fell 
into this category. For physicians, the number was 23 or b^.J/o^ 
This demonstrates a quite high. level of agreement among all three 
samples with regard to the desirability of the behavxor sampled 
by the instrument. 

Even though the agreement oil inclusion tended to be fairly 
consistent across samples, V7e wanted, to examine role items for 
which there were differences among the samples . To do this we 
noted items which yielded 10% or more disagreement. 

Table 8^1 shows £hat the major source discrepancies were 
between parents and physicians. On each of the items in Table 
8 1 parents and physicians were contested. In those instances 
when discrepancies involved teachers theywere as many times^_ 
joined with parents as with physicians . Some of the items which 
yielded discrepancies are of particular interest. 



(Table 8.1, following page) 
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Table 8.1 

Items Yielding Discrepancies Among Samples 
oOle Ddiiiinance Dimensions 

Percent of Agreement _ Description 
Items. Parent(s) Teach er( s) Phy sicians(s) of Contest 



in addition to child's doctor, another doctor 
or specialist should be consulted. 

The diagnosis of hyperactivity and use of medi- 
earion should be put into official school records. 

Somecne other than the doctor should suggest^ a ; 
possille diagnosis of hyperactivity for a child. 

The use. of .medication .should be recommended for a 
child who is diagnosed as hyperactive. 

When a hyperactive child is treated with medica- 
tion, the use of med^:eation should be explained 
to other members of the household who are old 
enough to understand. 

Students ir the class of a hyperactive child be- 
ing treate( with medication should have an expla- 
nation of the medication treatment. 

A hyperactive child being_ treated with medication 
should have an explanation of that medication 
treatment. 

In addition to medication, other changes should 
be made in the life of the hyperactive child, 
such as other treatment. and approaches or changes 
in the home or school situation. 

A program of regular visits to theioctor should , 
be set up for the hyperactive child being treated 
with medication. 

there should be a channel of information Between . 
the teacher and. physician of the hyperactive child 
^^fl^i^ff treated with medication. 




85t M 51?, P/Tvs. Ph 

m m m p vs. m 

m ni 867a P vs. Ph 

WL 747o m Pvs.T/Ph 

i 

947o m m P/Tvs. Ph 

m m ^ p/Tvs.Ph 

967, 987, 841 P/T vs. Fh 

M • 917, 947, P vs. T/Ph 

90'^ 987, 1007, : ? vs. Ph 

787, 95^ 98"^ I P vs. T/Ph 
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Item 22 is of interest because it has been_a major theme in 
the literature; 0ur data indicate one-fourth of the parents dis- 
agreed that it should Be a part of the treatment bf_ the hyperac- 
tive child. Even though the notion of adjunctive therapy is 
strongly supported in the literature produced by the medical and 
educational experts , we find a surprisingly high percentage of 
parents saying that this should not be done. 

It has been suggested to us that physicians and teachers are 
at fault in failing to provide adjunctive therapy . ^^^^T^ data , 
however, suggest that the explanation that physicians and teachers 
are prone to take the "easiest way around the problem** should be 
srmewhat qualified. Parents had the lowest level (74%) ofagree- 
ment with this item (physicians - 94%; teachers - 91%) .' Some of 
the disinclination to employ adjunctive therapies may well be the 
result of resistance from parents . It is worth noting that many 
of the changes and adjunctive therapies are much more costly and 
time consuming for parents than the use of medication. 

There were two items which did not have at least 657o agree- 
ment among all three samples. These two items were item 11 and 
item 17. Item 11 reads: "Diagnosis should be told to other- 
children in the child's class." Item 17 readsj **Students in the 
class of a hyperactive child should have an explanation of the 
medical treatment." Both of these items yielded low percentages 
of agreement.. There is very strong feeling on the part of all 
participants. in_ the process that neither the diagnosis nor the 
medication should be explained to the children in the classroom. 

These items raise intriguing questions. Data that we will 
present later indicates that some hyperactive children are sub- 
jected to teasing and verbal abuse and that the medication and 
£he_ condition is discussed.. Clearly, however, for the subjects, 
both medication and diagnosis are somewhat taboo subjects in class 
discussion. Parents, teachers , and physicians seem to feel that 
the hyperactive child's diagnb.sis and treatment is his own busi- 
ness and not the concern of other children . Discussion of hyper- 
activity and its treatment could be interpreted as stigmatizing 

of the child -by the teacher, or .other school personnel. On the 

other hand, data from the children indicate that their classmates 
do ask questions or refer to the matter of their _ condition and 
treatment. This is sometimes done in cr^-el fashion. There is a 
question whether an attempt at the education of the child's peers 
in school should be considered. 



_ Apart from the two items which registered less than 20% agree- 
ment, there wire tWo items on which physicians fell below the 65% 
agreement^ with teachers and parencs exceeding 6.57o on these items. 
These items were: ':ih addition to the child's own doctor another 
doctor or specialist should be consulted, " and; "A. physical exam- 
ination should be required to determine if medication treatment ^ 
can be ended^ " Teachers and parents endorsed, these behaviors with 
fj'.xrly high percentages. The percentage of physicians endorsing 



102 



94 



this is substantially less^ Physicians are somewhat readier to 
rely on their own expertise than are parents or teachers* 

When we examine the beliefs of parents^ teachers , and physi- 
cians about the dominance dimension of the role item Cor the belief 
about who ought to be responsible for the particular behavior) we 
find that the sort of inter-sample consensus found about role 
breadth is missing for dominance, There was disagreement among 
the samples relative to _ the person, who had major responsibility 
in implementing or initiating the behaviors which are expected. 

Table 8.2 

Parents, Teachers ,_ and Physicians 
Nomina t ion of Role Dominance 



Sample Responding _ _ Sample Designated _ _ 

Parent Teacher Physician 



Parent 


54. 


,74% 


17, 


. 74% 


26, 


.98% 


Teacher 


41. 


,84% 


26, 


.70% 


3d, 


. 40% 


Physician 


36. 


, 90% 


19. 


,90% 


41, 


.75% 



Table 8.2 shows how each sample designated dominance for role 
inventory. For example, parents indicated that parents ought to 
be dominant in 55% of all cf the role items. The most striking 

differences are displayed by parents and physicians with regard 

to the beliefs of the dominance of the physicians . The physacians 
nominated physicians as dominant in 4?.% of the behaviors . Parents 
nominated physicians in 27% of the behavior items . There was a 
corresponding difference in the designation of parent dominance, 
with the_parerits seeing parents as more dominant than did physi- 
cians.. The teachers fell between parents and physicians in view- 
ing the dominance of the parent and the physician role. Teachers 
were least _ frequently specified as dominant by parents, teachers, 
and physicians. Though teachers saw themselves as dominant more 
frequently than did parents and physicians, nonetheless they 
designated themselves as dominant for only slightly more than 
one-fourth of the role items. 

A more substantive examination of role dominance can be pro- 
vided. We conducted an analysis to look at dominance relative to 
the particular role items. This procedure parallels the process 
which we used in the analysis. in the _ inclusion dimension . We set 
a 66% level as being the level at which a sample would be consid- 
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ered to reflect consensus about dominance... We_ found nine items 
where all samples agreed on the dominant figure: 

2 - Medical help; should be sought for a child v7ho seems to be 
eractive. (dominant figure: parents) 



5 - Parents should understand the details and meaning of the med- 
ical diagnosis of their child. (dominant figure: physicians) 

11 - The diagnosis of a child who is hyperactive should be told^ ^ 
to other children in the child*s class. (dominant figure: teacher) 

±£ - Information about the child's behavior at home should be part 
of diagnosing hyperactivity. (dominant f igtare : parents) 

14 - The use of medication should be recommended for a child who 
is diagnosed as hyperactive, (dominant figure: physicians) 

15 - When a hyperactive child is treated with medication^ the use 
of medication should be explained to other members of the. house- ^ 
hold who are old enough to understand. (dominant figure: parents) 

20 - Reports of Jthe child at home should be used to adjust the 
medication and the. times in which the medication should be taken, 
(dominant figure: parents) 

24 - Information from home should be used to judge the effective- 
ness of medication treatment. (dominant figure: parents) 

26 - inf5Snation from the homes should be used to find _ out if the 
medication is resulting in harmful side effects. (dominant 
figure: parents) 

These items constitute the core items with regard to agree- 
ment about the two dimensions of the role inventory.* ^±t^is ot 
interest to note that for six of these nine (and six o£_ the seven 
items about which inclusion consensus also occurred) which seem 
to constitute the core of consensus about dominance, the dominant 
person designated is the parent. This indicates that those role 
behaviors in which teachers and physicians are nominated_ as dom- 
inant are more contested than those in which the parent is so 
designated. 

A second set of items are examined. These are the items 
where there was the least amount of consensus abotat dominance . _ 
For these 11 items . hone of the three reporting groups achieved 
the 66% level of consensus. These items were as follows: 

4 - Information about the child's school performance should be a 



^Exceptions to this are items 11 and 14 in which consensus 
about dominance is high but consensus about inclusion is iow. 
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a part' of diagnosing hyperactivity. 

6 - The teacher should understand the meaning arid diagnosis of 
her student. 

8 -.Tests or other _ diagnostic procedures should be conducted to 
evaluate the child's condition. 

10 - The diagnosis of hyperactivity and use of medication should 
be put into official school records, 

13 - Someone other than -the doctor should suggest a possible diag- 
nosis of hyperactivity for a child. 

16 -Teachers of a_ hyperactive child being treated with inedication 
should have an explanation of that medication. 

22 - In addition to medication , other changes should be made in 
the life of the hyperactive child, such as other treatments end 
approaches or changes in the home or school situation. 

25 - information from the school should be used to judge the 
effectiveness of medication treatment. 

28 - There should be a channel of information between the teacher 
and the physician of the hyperactive child being treated with 
medication . 

32 - Information from the school should be used to decide whether 
or not medication should be ended. 

33 - A routine follow-up examination and other specif assistance 
should be provided after medication treatment has been ended. 

In examining these items we can see that 8 of the 11 items 
pertain to the school and, indeed^ to aspects of the treatment 
which are particular and unique given the nature of the child's 
hyperactivity. This set of items suggests that agreement about 
who should be the major figure in the treatment of the hyperactive 
child declines in those behaviors that do not constitute routine 
medical treatment , even if all concerned agree that the behaviors 
should take place. 

Another aspect of decisions about who has the major respon- 
sibility to ensure that the needed behaviors occur is depicted in 
Table 8.3. This table shows a '/collaboration index'' of _t^9_typ^s 
and "set breaker" index. Type 1 collaboration indicates the 
designation of shared responsibility involving the person who is 
reporting, i .e. ^ parents saying that the responsibility should be 
shared on a particular item between parents and physicians or 
parents and teachers. Type 2 indicates collaboration on domin- 
ance which does not involve the reporting person, i.e. , parents 
saying the collaborative dominance should be shared by teachers 
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arid physicians. The set breaker index indicates the propensity 
to name persons other than physiciari, . teacher and parent such 
as psychologist, social worker, or others, as beirig dbminarit on 
a particular behavior: 



Percentage Response of Parents , Teachers and 
Physicians to Two Types o£ epllaboration and to 
Underrating of Other Persons as Dominant 



Respondents 



Collaboration 
in Dominance 
with Self 



Collaboration 
in Dominance 
without Self 



Other person 

Dominant 

(set-breaker) 



Parent 


9.96% 


1.64% 


4.54% 


Teacher 


12.97% 


5.58% 


8 . 15% 


Physician 


19.25% 


8.52% 


13.24% 











Turning to the items themselves we found that for only one 
item did more than 20% of the samples specify that "others should 
be involved. _ That was item 8: "Tests and other diagnostic pro- 
cedures should be conducted to evaluate the child's condition." 
We think this .represents an understanding on the part of the 

respondents that others , both inside and outside of the three 

systems involved, have the specialties and techniques to conduct 
these diagnostic procedures. For the parents and teachers, there 
were no other items in which "others" were nominated by more than 
2Q% of the satrples. 

_In_ addition to item. 8, more than Z07o of the physicians indi- 
cated three other items in which "others" should be involved. 
The s e i terns we re : 

5 - Should the teacher lohderstand the details and meaning of the 
medical diagnosis of her student? 

10 - Should the diagnosis of hyperactivity and the use of medica- 
tion be put into official school records? 



22 - In addition to medication, should any other changes | be made 
in the life of the hyperactive, child, such as other treatments 
and approaches or changes in the home and school situation? 

None of these three items involved the medical care of the child. 



EKLC 



98 



.Turning to the collaboration index we found two items on 
which all_ three groups agreed ^ exceeding the 20% criterion level, 
that, cdmbinatidns of .persons should be resppnsible. The items to 
which ail three, samples agreed were '.'In addition to medication 
other changes should be made in the life of the hyperactive child, 
such as treatments , _ approaches and changes in home and schdpl 
situation, " and "A hyperactive child taking medication should be 
given each dose by an adult." Both of these items require atten- 
ding to the child in more than one system setting and situation. 
All the items oh which teachers, and parents exceed, the 207o criter- 
ion^ level for shared responsibility are items involved with treat- 
ment (item 34), or termination (the remaining four items). Each 
of these items reflectsthe hot ion that _ treatment or termination 
cannot be initiated or major responsibility taken by only one 
party; all require some combination of actions and behaviors on 
the part of the parent and the physician, The role, item (item _ 
number 1) that parents^ teachers, physicians, and others should be 
responsible for finding out i£ the child might have, behavior and 
learning problems, by its structure involves several people sim- 
ultaneously. The eighth item, proposing that another diagnostic 
procedure be used to evaluate a child^s condition, has been, dis- 
cussed in another context and involves the use of other miembers 
of both the educational and medical social systems, to conduct 
these tests. The final item, 13^ Someone other than a doctor 
should suggest possible diagnosis of hyperactivity for a child," 
apparently is seen by physician and teacher as a joint recommen- 
dation that a combination of people should suggest this to a 
physician . 

Worthy of note are the Items that a high proportion of 

teachers alone see as requiring a combination of others . Forty- 
six percent of the teachers indicated that they thought a combin- 
ation of persons should be involved when ''parents of a hyper^^ 
child should be provided with support and reassurance about their 
child and the treatment given their child^" While neither parents 
ribr physicians saw a combination of people involved in this, the 
teachers seemed to feel that this is not the responsibility of 
any one person (themselves, or the physician)^ but requires a 
multitude of skills and a multitude of reassxirances . 

The third dimension of the role instrument pertains to legi- 
timacy of involvement. As Table 8.4 indicates , each reporting 
sample accorded the highest level of legitimacy for itself ,i . e . , 
the highest perception of legitimacy in the parent column was the 
report of parents the highest for teachers was the teacher sam- 
ple, and so on. In absolute percentages, however , teachers rated 
physician andparents higher than teachers . Parents and physicians 
had lower ratings for the legitimacy of teachers than did teachers. 

in. order to specify items which indicated particular concern 
about the illegitimacy of involvement of system members , we used 
a. 50% criterion level as a useful cutoff point. With regard to^ 
physicians reporting on the parent rolei there are two items which 
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exceed the_50% level (i.e.^ 50% dir more physicians considered 

parents illegitimate in .relation to . the behavior). These behaviors 
were: ''The diagnosis _of hyperactivity and the use of medication 
should be put into, official school records" . (.51%) ; "The use of 
medication should be reeoimnended for a child diagnosed as hyper- 
active" (58%) . 

It is not surprising. that the physicians consider the entry 
of materials into the child's school record as illegitimate for 
the parents^ The other item is of more interest . Amajprity of 
physicians felt that parents should not be involved in the recom- 
mendation of a medication. This item was pHrased to prbvicie a 
conservative form of involvement , "recommend" rather than "request" 
or "demand." Nevertheless , parental involvement was not considered 
legitimate by the majority of physicians. 



Parent, Teacher^ and Physician 
Designations of tegitimacy* 



Respondents 


Parent 


Teacher 


Physician 


Parent 


69. 79?„ 


27.40% 


41.13% 


Teacher 


59.16% 


40.84% 


47.99% 


Physician 


52.767o 


29.83% 


57.52% 



^Respohdehts could indicate more than one actor as legitimate: 
percentages therefore exceecl 100. 

.One item emerges when examining what behaviors 59% or more 
of the parents think the physician is illegitimate in^ This item 
states: "When the hyperactive child is treated with medication^ 
the use.of medication should be explained to other members of the 
household who are bldenbugh to understand. " In a way, it may not 
seem unusual_ that _ a high percentage of parents would view the phy- 
sician_as illegitimate, since in most instances the way in which 
medical care_ is delivered would preclude such a procedure^ _ Typi- 
cally, a child is brought in for medical care and the physician 
dispenses such care in ways which would make the providing of in- 
formation and comiseling to other members of the family not fea- 
sible. 

it should be pointed dut^ however, that in the days of the 
"old family doctor" a more holistic approach to medical services 
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to family (an attempt is being made to revitalize, this by family 
practitioners) would have made this Behavior on the part of phy- 
sicians feasible and perhaps, accordingly^ more normative than the 
respondents indicate that it is . It^s also worth noting that_^ 
with the concern in the literature about the attaching of stig- 
mata to h$rperactivity , the behavior that stems form hyperactivity, 
and the treatment of hjrperactivity particularly by extended fam- 
ily, the parents' dispdsition on this attitude would exclude the 
most knowledgeable and practiced explanation of the child's con- 
dition to other members of the family--even if the physician were 
disposed to provide this service. 

Once again, the tendency to proscribe _ teachers from involve- 
ment is evident. There are 13 items on which 50% or more illegiti- 
macy designatibhs are specified by parents ^ teachers> and physi- 
cians as with regard_to teachers . This coincides with the infor- 
mation presented in Table 8.4. 

By way_ bf_ suinmary , _ we find that there is comparability with 
regard to the beliefs about the. inclusion of behavior in the role 
of treatment of hyperactive children. .Thirty of _ the items were 
endorsed by_parents with either high (.50%to 100%) agreement or 
moderate (75%to 89%)^ Thirty-one of the items_were endorsed by 
teachers with high or moderate consensus, and 30 of the items were 
endorsed By physicians with the same. degrees. of consensus. Rela- 
tively few of the items resulted in low levels of consensus or 
were rej ected . Only 2 of the. 35 items received more of a "should 
not" response than a "should be done" response oh_ the part of 
teachers. Only three items were so respond.ed to by teachers and 
physicians. This is not surprising since the items that were 
selected for inclusion in the role instrument were, not selected 
in order to represent a wide spectrum of beliefs about behaviors, 
but rather constituted a sampling of behaviors cbinmohly engaged 
in while contemplated by those who had the care of hyperactive 
children. 

With regard to the question of wTio_ should, be dbmihant in 
implementing these behaviors , we find that each sub -sample tended 
to , nominate itself more frequently than_ it nominated, any of the 
other sub-samples . Parents nominated themselves as being the 
dominant person with regard to _rdle Behaviors on 13 of the items; . 
they nominated teachers on 5 of the items and _ph.ysicians on 5 of 
the items. Teachers nominated parents oh 9 of the items; they 
nominated teachers on 7 of the items and physicians on 3 bf the 
items . 

Physicians nominated parents as Being, the dominant _actbrs oh 
8 of the items ; they did hot nominate teachers on any of the items 
and they nominated physicians on 12 of the items. There was a 
sharp disagreement among physicians^ teachers, and .parents. as 
to the dominance of physicians^ Physicians nominated themselves 
on about one- third of the items as the dominant _actors ; teachers 
nominated them on 3 items and parents oh 5. It is wbrth 
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noting that parents saw themselves, as we have noted, as being 
dominant on 13 of the items. They saw teachers and physicians 
dominant on the same nxamber C5) of itema. Together these data 
suggest that there is a considerable difference among the three 
samples with regard to the persons who are accountable. for carry- 
ing out the ma3 0r responsibility for the behaviors that were 
indicated as being desirable or. expected. 

With regard to legitimacy and illegiti-nity, all samples 
regarded the teacher as having the role wir:h highest levels ^of_ 
illegitimacy. Teachers were nominated as illegitimate on |2 of 
the role items by parents t63%) and on ii3 of the items pi/o)^ by 
teachers and physicians. Parents were nominated more often by 
teachers as being illegitimate (10 times, or 19%) than they were 
nominated by any of the other two samples. One other general _ 
index which provides ah insight into these data is the number of 
times when there is ah open cell with regard to the dominance. 
This would indicate uncertainty and high degree of difference 
among the three samples indicating internal disagreement about 
who was responsible for the behavior. The least amoxmt of this 
is evidenced by the parent sample. Only 6 cells out of a pos- 
sible 35 (177o) were left blank, indicating that no actor was nom- 
inated for at least 50% of the parents for those; 6 ^ttems.^ For 
teachers the htimber of open cells was 12, or 34/o, and tor physi- 
cians it was 11, or 31%. 

Summarizing this overview, v/e make the following observations. 

First, there tends to be cbiisiderable agreement . among all three 

samples about the Inclusion of behaviors in the treatment of hyper- 
active children^ The samplesj^ as groups, do not seem to show much 
variability with Regard' to the extent of the breadth of the role 
as pertains to hyperactive children. There does seem to be some- 
what greater disagreement with regard to the domination of legi-^ 
timate and the reciprocal concept of illegitimate actors in regard 
to the behaviors . This category is of potential importance since 
it is one that leads to considerable disagreement among people ot 
different social systems and is, in a sense, a direct conflict 
among members of social systems. 

There is, perhaps, even more disagreement on an issue which 
may be even more import ant --the question cjf who has the major . 
responsibility for seeing to it that the behavior is carried out . 
Here we observe occasions of sharp disagreement among the three 
samples in some instances, with one group viewing it as prerogative 
of one of the groups and another group nominating a different ac- 
tor. And in other instances we find that the percentage cjf 
response is split over a series of various nominated actors. 

The best single index of the extent of argument may be found 
in the observation that, on only 8 (22%) of the 35 items, there 
was reasonably close agreement among the three samples about whether 
or not the behaviors should be carried but, who was responsible^ 
for seeing to it that it was carried but , and who were the legiti- 
mate and illegitimate actors vis-a-vis the item. 

Il9 



CHAPTER NINE 



THE MODES OF SOCIAL SYSTEM INTERACTION 
IN THE TREATMENT OF HYPERACTIVE CHILDREN 



In Chapter Eight we examined the beliefs of parents , teachers 
and physicians about their roles . _ A fiindamental aspect of this 
research is that the extent to which roles fit together constitutes 
an important element in the provision of care for hyperactive chil- 
dren. ___In essence, a role analysis provides a way of examining 
specifics of articulation., or lack of art iculation ^ between the 
salient persons responsible for the care of hyperactive children. 

Unlike the analyses of the role ins trvment _ Cp^^ merited iri 
Chapter 8), which focused on the expected behaviors of parents ^ 
teachers , and physicians as the relevant adults in the treatment 
process of the hyperactive child, this analysis focuses on the 
patterns and the -degree. of ag re ement_ among the members of the three 
social systems (familial, educational, and medical) parents, tea- 
chers and physicians , as aggregated- by_ the _set of adults, surrdund- 
ihg each hyperactive child. We will therefore analyze the social 
system relationships by comparing the parent, teacher, and physi- 
cian role expectations for each child in the sample. 

As with our prior analysis, we break role into three compo- 
nent sso that the relevant adults representing the three social 
systems can be seen to agree or disagree with each other _ about the 
treatment of hyperactive children in three ways: inclusion, dom- 
inance^ and legitimacy^ inclusion refers to the belief that a _ 
behavior toward the hyperactive child should be_ engaged in; domin- 
ance refers to the expectation of who should take responsibility 
for initiating the behavior and legitimacy refers to the. expecta- 
tion ofwho should be involved in the_ehacting of the behavior. __ 
For example, one of the items on the role inventory reads "Should 
a hyperactive child being treated with medication have an explan- 
ation of the medication? The interview inventory was conducted 
in order to ascertain whether the respondents, believed, that such _ 
behavior should be carried out (inclusion) , who they thought . should 
have prime responsibility^ for carrying out this behavior it it were 
to be carried out (dominance) and to obtain an indication by re- 
spondents of all of the persons perceived tobe legitimate in re- 
gard to the enacting of the behavior (legitimacy) . Agreement, 
among the dyads for each hyperactive child on each of these three 
role dimensions will be analyzed, 

There are consequences in the treatment of the hyperactive 
child if individuals responsible for the treatment disagree or^ 

agree on inclusion, dominancy , and legitimacy . if the adults in 

the child^s world disagree on inclusion when cooperation is re- 
quired, then the likelihood that behavior will be enacted to treat 
or cope with the child's hyperactivity is strongly reduced.. These 
situations may create a chaotic environment for the child who is 
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already suffering from a socially disabling disorder. If the . 
adults in the child's environment fail to agree on ddmihahc-e,_ it 
may mean that behaviors mutually agreeable may hot be tmdertaken 
because there is no consensus about who is responsible for ihiti- 
atirig arid carrying _ through the behavior . It may also mean that 
if brie person initiates a behavior their right to do so may be 
challenged by others in the child' s environment ^ ^ thus causdng a 

tug-of-war in the attempt to cope with the child' s disorder^ 

Disagreements regarding legitimacy mean that the adults disagree 
about who should be irivolved in the behavior. Conflict and abor- 
tive behavior can result from this sort of disagreement^ tack of 
agreement on any of the dimensions of the role reduces the proba- 
bility o£ concerted behavior, but each dimension does so differ- 
ently. 

0ur respondents, when being, questioned about expected beha- 
viors toward the hyperactive child in the role inventory section, 
were asked to base, their, answers bri the treatment of or their ex- 
pectatiohsabout their child. _ The instructions they received now 
were "Before we were talking about (child's name), but now we will 
be talking in general about children. whb have been treated for 
hyperactivity. The next questions will deal with your view of 
what parents^ teachers , and doctors . should or should not do for_ 
hyperactive children and whose, job it should be to do it. I would 
like to find out what you think should happen rather than what 
actually happened."* In avoiding the reference to the individual 
child^ we are explicitly exploring the world .bf general expectcition 
as reflected through the adults whb do care for hyperactive chil- 
dren. 

The analysis by dyads o£ individual, children (their parents/ 
teachers, parents /physicians , teachers/physicians), when aggre- 
gated over cases of hyperactive children, prbvides us with a pic- 
ture of the extent of agreement that exists. in the three social 
systems as they have impinged upon hyperactive children. In a 
sense, it provides a sampling of the convergence of the systems 
and the amount of agreement that is to^be fbund when the three 
systems converge around hyperactive children. 



"^T^hile.we are certain that there was some contamination of 
the general views expressed, by the experiences of the respon- 
dents , the attempt tb keep the _ cbmments general and generic was 
made by our interviewers. It is bur feeling that the responses 
to the role items did. constitute an abstract view in distinction 
to the responses on the earlier part of the interview which were 
explicitly directed toward the child under consideration. 




lis 



The proportion of agreement about role inclusion, dominance, 
and legitimacy for the dyads of adults caring for hyperactive chil- 
dren is recorded in Table 9.1, By agreement in the inclusion di- 
mension, we mean when both members of the dyad agree that a role 
behavior was appropriate or both members of the dyad agreed that 
a role behavior was inappropriate . Agreement for dominance meant 
that both members of the dyad agreed about the person who should 
initiate and/or be responsible for the behavior. This was opposed 
to explicit disagreement where one member of the dyad stated that 
a given person should be ' dominant in the behavior while another 
member of the dyad explicitly stated that a different person should 
be the dominant figure in the behavior . "^"^ Dyadic agreement for 
legitimacy bccurredwheri bothmembers of the dyad agreed that the 
same person was legitimately involved in behavior or when they 
agreed that the same person was not legitimately involved in the 
behavior . 

Table 9^1 shows the amotmt of dyadic agreemenf:. in the sets by 
dyad and by role dimension^ Inspection of this table shows that 
there is uniformly high agreement^ approximately _85%, across all 
three dyads in the inclusion dimension . This reflects, in part, 
thenature of the items^ The role inventory was comprised of 
items which were conventional and reasonable in the recognition, 
diagnosisj^ and treatment_qf hyperactivity. Parents and teachers, 
parents and physicians, teachers and physicians--all tended to 
agree strongly on what items should be included and what items 
should be excluded in the care of the hyperactive child. 

The dominance dimension is quite different. There is only _ 
about 40% agreement among all three dyads^ As with inclusion, the 
three types of dyads are very similar^ Unlike inclusion^ however, 
there is substantial disagreement^ more disagreement than agree- 
ment, about who should be dominant in enactment of behaviors about 
hyperactive children. 

The third dimension, legitimacy^ indicates ah _ even greater 
amount of disagreement. There is approximately 207o agreement 
among all three dyads about who should be involved in these be- 
haviors, and who should not^ The amount of disagreement about 
legitimacy indicates a great deal of incoherence in the expecta- 
tions of the adults in the light to hyperactive children . The 
extent of disagreement for dominance and legitimacy does hot hec- 
eissarily mean that the behavior will not occur^ but it may mean 
that it will occur in a disj ointed^_ inconsistent ^ or conflict- 
ridden fashion, with the participants pulling and tugging for 



''In those instances where one iaember of the dyad mentioned 
several people and another dyad member mentioned others with some 
overlapping of personnel, these responses were set aside and not 
made part of the analysis. 
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Table 9,1 



Agreement: Among Dyads of Parents, Teachers > and Physicians 
About Behaviors Toward the Hyperactive Child 



Parent /Teacher Parent/Physician Teacher/Physlciar 
Dyad Agreement Dyad Agreement Dyad Agreement 

Role Dimension f % f % f % 



Inclusion of 
proposed behavior 
in regimen of 
child 

(INCLUSION) 2580 85.26 3542 85,23 2162 84.18 

Specification of 
person respon- 
sible for proposed 
behavior, 

(DOMINANCE) 1014 41.19 1377 41,85 732 37,18 

Specification of 
persbris legiti- 
mate to be 
involved in 
prbposed_behavior 

(LEGITIMACY) 332 21.63 391 18, ?B 221 18,00 
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"proper" expression of ' the . behavior according to their own beliefs. 
This is not inconsistent with the expression, of conflict in the 
literature and is a powerful commehtary bh the need to utider stand 
the full social aspects of the diagnosis and treatment of hyper- 
activity in children. 

The distribution of dyadic ag reement by dyad (Tab le_ 9. 2 , Appendix 
N) indicates that there is a normal distribution of the_ amdiont 
of agreement among the three types of dyads. (parent/ teacher , . 
parent /physician, teacher/physician) for all three/of the role 
dimensions. For the very high agreements on the .dimension of _ 
inclusion, all three dyads have means of about 85 and standard 
deviations of 7.7. All are in the same range of 527o to 100% agree- 
ment in distribution. This constitutes extremely high consensus 
and a similarity among all three of the dyads in their proclivity 
to agree on inclusion . Analysis of the three dyads for dominance 
shows an essential similarity also. Though at much lower levels, 
of agreement, their means are all ranged between 37% and 42% with 
standard deviations ranging from 10 to 14. Slightly lower mean 
and stahdard__deviations (37 and 10) are seen in the teacher /physi- 
cian dyad. The ranges of the distribution run from i27o to approx- 
imately 70% for the parent /teacher , parent /physician dyads aiid a 
little lower, 10% to 64%, for the teacher/physician dyad. tower 
means, larger standard deviations and a greater rangeof scores ^ 
characterize the three dyads in .distribution of agreement of legi- 
timacy. The means range from 17% to 21% agreement ;_standard 
deviations range from 12 to 13 . The range of agreement is 0 to 50 
for the dyad of parent/ teacher , from 0 to 77 for the dyad of ^ 
parent/physician andfrom 0 _ to 50 for the dyad of teacher/physi- 
cian.. The major variation is by component of rqla element rather 
than by the type of dyad. Amdhg the social systems that deal with 
hyperactive children, the difficulty on deciding dominance and 
inclusion is found to a relatively equal extent among the three 
dyads investigated, and. the relative proclivity to agree on inclu- 
sion is also found to the same extent among the three dyads. 

An examination of_the dyadic agreement by role item is also 
illuminating. Our analysis indicates that there are several role 
items that have particularly low scores on dominance and legiti- 
macy. By particularly low scores we mean that less than 20% of 
the dyads agree about dominance and less than 10% agree on legi- 
timacy. If we pay attention to those items that appear to have 

little agreement across all.three dyads , a pattern emerges. These 

are items. that are. essentially inter-system, informational^ or 

behavioral items which. call for behaviors requiring cross-system 
conmiuhication or activity. In these cases, the members of the 
dyad disagree with one. another in determining who should be dom- 
inant and who is legitimate in this process. This seems to be 
particularly the case. when_the school and the medical system are 
involved simultaneously. Some of the items that are low in both^ 
dominance and legitimacy are: 'iShould information about the child s 
school performance be a part of diagnosing hyperactivity?"; and 
**Should,tfie teacher understand the details and meaning of a 
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medical diagnosls of her student?','; arid, "Should the child under- 
standthe details and meanings arid medical diagribsis of his/her . . 
condition?" (The lack of agreetnerit dri this is particularly, notable 
in the teacher/physician) . in the two dyads, iri which, the physician 
is a part, the role item^ "Should .someone other than t.he^doctor 
suggest to the doctor a possible diagnosis of hyperactivity. for a 
child?" is one with extremely low dyadic agreement. If we turn 
our attention more exclusively to legitimacy, _we note that three 
role items are extremely low on* legitimacy : "Should irifbrmatipn 
from the home be used to find out if medication has. resulted in 
harmful side effects"; "Should there be a channel f or _ inf bnpatidn 
between the teacher and physician of a hyperactive .child being 
treated with medication?"; and^ ''Should a routine follow-up exam- 
ination and other special assistance be provided after medical. _ 
treatment has ended?." These behavioral expectations, all of^which 
have dyadic agreement in inclusion, are not inconsequential in the 
treatment regimen of the hyperactive child . They do seem to be 
representative of the "falling in the -racks^" between systems 
that we have noticed in the interviews and in our other analyses. 

Set Characteristics 

The first step in characterizing the setswas to develop an 

Index, of Ag.reement. The Index of Agreement for each dyad was 

calculated by addirig the percentages of agreement across the three 
role dimensions: iriclus ion , dominance , and legitimacy ^Therefore, 
if the parent/ teacher dyad of a given set had 85% agreement in ^ 
inclusion., 4276 agreement in dominance, and 23% agreement in legi- 
timacy, _the index score for that set would be 149. Since the 

Index of Agreement score was created by adding three percentages, 
the lowest_possible _ score was zero and the highest possible score 
was 3QQ. The distribution of the index of agreement by dyad is 
to be found in Table 9.2 in Appendix N. 

The three_.types of dyads are quite similar in their index 
of agreement. The parent /teacher dyads have a mean index score 
of 148, the parent/physician dyads 146, and the teacher/physician 
dyads -140.. All of these means are below the theoretical midpoint 
of -150. The index of agreemerit for all three dyads, therefore^ 
reflects more disagreement than agreement on behavior. The stan- 
dard _ deviations of all three, dyads are also very similar. They 
are -22. 8 for the parent/ teacher arid teacher/physician dyads and . 
22.0 for the parent /physician . dyads . . The distribution of the In- 
dex of Agreement scores for all three dyads is normal^ Plus and 
minus one standard deviation accounts for 60% of the parent /phy- 
sician dyads and. 71% and 72%, respectively, of the parent/ teacher 
and teacher/physician dyads. 

Although the distribution of the index of agreement shows 

the amount of agreement by dyad to be quite low in absolute terms 
on two of the three components, we. can _ investigate the character- 
istics of those sets relative to the distribution . In order to _ 
do this, we calculated the scores one staridard below and one stan- 



Table 9.3 

Set eiassification by tiyad Designation on the Index of Agreement* 
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'•This analysis is confined to those sets in which 
role data from three dyads were avaiiabie, 



109 



dard deviation above the mean for the distributions bfeach 

on the index o£ Agreement . . The parent/ teacher dyad agreement 

scores above 171 were considered high, the low 125 considered low 
and those in the middle considered moderate. The cut-off poxnt 
for the teacher/physician was: 163 and above were high^ 117 was 
the low for low and those in-between were moderate. We then di- 
vided our sets into those that consisted of one dyad, where only 
two of the interviews could be completed, and those with three 
dyads . * 

Seventy-nine percent of the sets v/ere one-dyad sets^ Gf 
these, 11 were high agreement sets , 46 moderate agreement sets, 
and 12 low agreement sets. (See Table 9^3) Two of the high 
agreement sets consisted of the parent/ teacher dyad, and 9 con- 
sisted of the parent /physician dyad. Qf the moderate agreement 
sets, i3 were parent/ teacher dyads and 33 parent/physician dyads. 
Of • the low agreement sets ,3 were parent/teacher dyads_and ? 
parent/physician dyads. In all of the one-dyad sets, 26^ were 
parent/teacher dyads, and 73% parent/physician dyads There is 
no indication from these data that there are any differences be- 
tween the high, moderate, and low agreement sets in terms ot ttie 
sort of dyad that comprised these sets. 

There are 72 three-dyad sets. Of these 72 sets^ only 1 con- 
sists of 3 dyads with high agreement. Three sets^are comprised 
of 2 dyads with high agreement and 1 dyad with moderate agreement. 
There are 19 sets in which there is 1 dyad with high agreement^ ^ 
and. 2 with Moderate. The modal category (traceable^to_ our method 
of categorizing dyads) contains 21 sets comprised of all moderate 
dyads. Sixteen sets are comprised of 2 moderate and 1 low agree- 
ment dyad and 7 sets are comprised of 1 moderate and 2 low dyads. 
There is 1 set in which all 3 dyads are of low agreement. ^There 
are 3 sets in which there is 1 dyad each with high, moderate, and 
low agreement and 1 set in which there are 2 low agreement dyads 
and 1 high agreement dyad. 

Even among these "relatively" high and low agreement sets^ 
we find relatively few sets comprised of two or-_ more high _ agree- 
ment dyads. 0nly 50% of our three-dyad sets fall into this cate- 
gory The proportion of children in our sample who live in an 
Invironnient in which the three adults, representing the three so- 



*Some of these were one-dyad sets because we were not per- 
mitted by the parent to interview the teacher or the physician. 
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because the ctiiict reii inco cne t;aLfc;suixca ^^^^^^^ ^^^^^^^ 
order termination." Bhildren of this category had terminated 

stimulant medication more than two years before the collection ot 
the data For children in this category interviews with the tea- 
cher at the time of the stimulant termination were not attempCea. 
The logistics of locating these teachers plus the nature of such 
retrospective data seemed to impede the collection of these data; 
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cial systems providing the medical and educational treatihent for 
the condition of hyperactivity^ agree with one ahdther is few, _ 
very few. This is even more striking when we remember the absoltxte 
distribution of the Index of Agreement scores and note that even 
the high agreement dyads are so categorized in the distributibh 
by having only slightly more agreement among the members of the 
dyad than disagreement. 

The other data in Table 9,2 provide an analysis of the level 
of agreement by type of dyad when considered by type of set ^ We 
see _ that. among, the sets characterized by 2 high and 1 moderate - 
dyad, 67% of_ the parent/ teacher dyads are high agreement^ 67% of 
the parent/physician dyads are high agreement, and 67% of the 
teacher /.physician dyads are high agreement, Since this set con^ 
sists of 2 high and 1_ moderate agreement dyad, this dis "ribution 
is precisely what probability would indicate. The situation is 
different, however, when we consider the 19 sets with 2 moderate 
and 1 high agreement dyad. 

If the high dyads were distributed evenly among the three. 

types of dyads, one would expect 3376 high agreement in ear.h of the 
three dyads^ This is not the case.. A disprbportiqnately low num- 
ber of parent/physician dyads are high agreement (21%,) and recipro- 
cally a higher proportion of parent/teacher dyads of moderate 
agreement (79%). A disproportionately high number of teacher/ 
physician dyads (42%) , however , have high agreement. The same 
pattern is reflected in the sets consisting of 2 moderate and 1 
low dyad. There is a somewhat greater proportion of low agreement 
dyad among the parent/physician dyads _in this category of sets 
(38%). In the moderate , low^ low, 100% of_ the parent/teacher 
dyads are low agreement dyads (where probability would dictate 
.only 67%) while 57% and 29% respectively are low agreement dyads 
among parent/physician and teacher/pnysician dyads. 

The point of this analysis is to underscore the idea that the 
amount of agreement fotmd in each set will have a different meaning 
depending where, in which dyad of the set, that agreement is found. 
The tensions indicated, in the data for question three between ^ 
parent and physician are also reflected, to some extent , in this 
analysis. It is difficulty perhaps even pointless, to attempt to 
characterize one set of dyadic disagreements. as more important or 
disabling than another. Nevertheless, a child who is in a situa- 
tion where there is disagreement between the parent and th^ physi- 
cian will have different kinds of difficulties and incapacities 
than a child in a situation where the disagreement is between the 
teacher and physician. Different aspects of the process of iden- 
tification, diagnosis, treatment, and • termination will be affected. 

These analyses of dyads and sets reflect the potential for 
agreement in behavioral expectation among persons of different 
systems in which the hyperactive child lives. The data . indicate 
sf.ongly that there is relatively little agreement , > This, picture 
of ah incoherent and fractured environment for children whose dis- 
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cirdeir already severely limits their abiiity to furietidh in their 
social and physical world has yet other overtones. 

In asking parents, teachers, and physicians to respond to . a . 
general set of behavioral prescriptions for the hyperactive child, 
we removed them from their own experiences and their predilections 
concerning the child whose welfare was directly in their hands, 
in so doing, we tried to evoke the most general patterns- of beha- 
vioral prescription for hyperactive Children in samples , of adults 
who have some first-hand knowledge of the condition. We set the 
stage^ perhaps, for the greatest possible agreement^. Our analyses 
of attitudes and beliefs about hyperactivity and the treatment of 
the child in their keeping, stress (or left room for) disagreements 
among the parents , teachers^ and physicians about their own chargs 
to emerge: In this analysis of dyadic and set agreement, we at- 
tempted to develop a "best of all possible worlds" chance of agree- 
ment among the members of the three social systems. This report 
of the incoherence among the three social systems as analyzed by 
dyad and set indicates that the integration possible is relatively 
small across the dimensions of dominance and legitimacy, Although 
there is high agreement about what should or should hot be done, 
there are marked tensions among all three dyads with some _ special 
tensions among parents and physicians about vzhb should initiate 
these behaviors and who should be included in them. The disagree- 
ment about who should be responsible for the behaviors and further 
disagreement about who should or who shotald not be involved de- 
fines the specifics of the incoherence of the social context of 
the diagnosis and treatment of hyperactive children. 
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CHAPTER TEN 



eeNetHsidNs and implications 

Introduction 

sr-o ?f^^ t^^at we have presented in chapters £5ur th'rough nine 

are^compeHing^ but do not quite speak for themselves. The results 
Qt this ^research inform us about the lives of the hyperactive chil- 
dren and the nature of the society in which they live. The data 
point to the needfor policy and to directions in which policy may 
be developed. This concluding chapter is devoted to thele cdtisid- 
eracions . 

Prevalence 



r us . 

found 



The prevalence data we examined contained surprises fo 

prevalence rate as low as that which we ^oun 
diagnosis of hyperactivity or for treatment with 
stimulants.^ Our findings for diagnosis and treatment were sub- 
stantially lower than almost any comparable figures in the liter- 

We do not know why the estimate is so much lower than previous 
estimates^and guesses made by others. One possibility is that the 
previous^beliefs about the prevalence of the diagnosis and treat- 
ment of hyperactivity were accurate, but that there has been a 
turning away from the propensity to diagnose and treat. We have 
seen so^e indication ^of this in our study, but it is impossible to 
document the magnitude of this phenomenon. It is also possible 
|2r the reasons advanced earlier, that the prior estimates for the 
prevalence of hyperactivity were simply incorrect. While expres- 
sions of an epidemic" of hyperactivity seem unwarranted, the pre- 
v|ience^of the condition is high enough to necessitate concern 
rrom medical and educational authorities . 

. concept of a multiple treatment atjproach seems to be sel- 

dom implemented.^ If stimulant medications are intended as adjunc- 
tive to other therapies (as the manufacturers state), medications 
|re not being used in that fashion. Few children receive more 
arl^rarely^IppTiSd ^^'^ potential treatments for hsrper activity 

oot, we^saw in chapter four, the proportion of children in the 
school system diagnosed as hyperactive was small and the proportion 
of currently treated children was even smaller. If, however we 
were to _use information about diagnosed or treated children as an 
ind|x of the amount of concern about this problem within the school 
system, we would probably underestimate the amount of concern. 
Based on_ the data from the teachers and the parents, the pool of 
candidates within the school system for possible diagnosis as hy- 
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P^^^"ive was estimated at between 3.55% and 4. 96%- -in spite of 
.^»®.^®latxvely small propprtidri. of children diagnosed by a phvsi- 

cSndfen^^^n?'''.''^ and^the smaller proportion of cnrre^tly treated 
Children For some policy or procedural considerations, it is 
reasonable to expect that parents ind teachers of children in this 

Sd'filltlH K°1H Addition to parents and teachers of Sii^osJd 
and treated children, may be concerned and involved. 

R«T,+ Hc^ have no reason to ass ^e that the data gathered from Grand 
lire ItudtJ^g?''' ^''^1''^^^ different from Other^imilar communities. 
More studies of prevalence, however, are needed in order to assess 
id finSllv ,^^%P^°bl^^. ^o plan policy, prevention, and t^eltmlnt. 

free ourselves from the tyranny of myths about the 
nature of hyperactivity and its treatment. 

Controv ersy and Context 

The _ fundamental question embodied in the controversy over 

W^?hf.-i''i^^ i:^-' .^^-^F^^^^^ °^ children as hyperactive. 

Irt^v?^i9 tj^atment^with stimulants, a beneficial of a harmful 

i^^- Few would be categorical in their endorsement or con- 
demnation. Both critics and proponents recognize that the diag- 
^^^""^ and treatment of hyperactive children is fraught with prob- 
lems. Both camps acknowledge that there are problems in casi 
™v'"''^" ^^^^^ is a failure, at times, to 

h7rhl hSSJS^''^-^ ""^^-^^^^^P^f the range of problems encountered 
S^tif Sf ?E ^'^''^''^ -^^^^-^ ^2^^ recognize problems in the manage- 
^tv monitoring and the maintenance of the feiimen. Both 

(though to different extents) that 
child ""^^ ^° ^^^^li"g ^^^t ^^°^l^s to the detriment of the 

• 

This research was conducted because we believed that the 
question^posed above could not be answered solely by additional 
pharmacological rr medical research. We believed that an under- 
standing was required of how the people who are involved in 
^f,^'-^i°l-'^^^^^B T:^lat±ve to these questions function and interact. 
Our_approach was to conceptualize a social perspective which was 
JJ^iS^l^^l^ and elaborated as a framework for our empirical re- 
search. _ The fundamental premise of our research was that the 
^iHfS°r^ T ^"^^-^''^^ °^ hyperactivity is a social act involving 
medical and educational aspects; for, if hyperactivity is confined 

iJ ^•^u^w'-^^^cP^-^P^*^^^^^^ °f medicine of education, the prob- 
lems which have been perceived can never be fesolved, 

*^^^^^ata illuminate what is involved when we recognize the 
scope and nature of the social aspects of the treatment of hyper- 
active children, ^In the course of our intefviews . we have spbken 
^ith^parents who have told us of the yeafs in which their chil- 
iren s problems have gone unrecognized by the school system. We 
laye evidence of ^ the battles between physicians and teachers in 
«?hieh the child becomes the unwitting victim. We have been in- 
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fdrtned^ painful detail, about the chiidren placed on stimulant 
medicati^otl by the physician whose regimen is strongly opposed by 
the t§^ciher, with the result that t_he_ child and parents are caught 
in .a_.tUg-of-war between experts.. We_ have seen. bewildered ^ unhappy^ 
and f^ighteut-d teachers equipped_ with . too lit tie information about 
the Gondii ti on _ arid treatment of the children iri their care, arid who 
feel hopelessly isolated from the physicians and. the medical treat- 
merit be^^g given these childreri.: We have seen these arid what 
strikes qs as just about all other conceivable consequerices of the 
lacl<^ of coordination. 

Wh^n our respondents speak of their, experiences with hyper- 
activity^ they speak: of it in terms of the social, interpersbna_l_i^ 
and -fdUeational factors that comprise their reality. .Neither the 
conditio^;! nor the treatment is confined to the medical aspects. 
The i^^^ging of the various aspects into a single life experience 
is evid^T^it. There is a sense of frustration^ anger, and sometimes 
fear tti^t runs through many of the interviews. Yet, in the same 
intei^vi^^s , there is often an expressed belief that the diagnosis 
and treatment of the child was correct and helpful. 

In contrast to this holistic perception of the effects of the 
diso^de^ and the application of medical and social treatments , our 
data specify the fragmentation of the experiences of hyperactive 
childreti^ their families, and others involved with them^ The data 
indicate that parents arid physicians each nominate themselves as 
legitimate arid dominarit. A contest for legitimacy and dominance 

is eyid^tit between the parents and the physicians. Both parents 

and physicians see the teacher as rarely dominant and often not ^ 
legitimate, arid teachers concur . Teachers also tend to agree with 
the par^^ts in their definition of who should be dominant and who 
should 'be legitimate. 

Phygiciaris, who have great power , do seem to be "odd man out." 
Thisis certairily more debilitating to coherent action in social 
systems orgariization thari if, for example, the teachers, who have 
least salience iri the situation , differed significantly fromthe 
parents and/or the physicians . Our analysis indicates extremely 
strong _ txicohererice because of the nature of the responses of these 
competit^g adults. 

Hoi^ must the world appear to a hyperactive child whose physi- 
cian, believes that he. is the person who should be explaining the 
details of the. cdriditibn to the child but whose parents believe 

that it is their prerogative to do so, and that it is not the 

physician's busirie.ss to explain this to the child? How must the 
world appear to a. hyperactive child, whose teacher believes that 
the teaiif^er should . not B.e irivolvid iri . the diagnosis and whose par- 
ents believe that it's the teacher's job to provide needed informa- 
tion to the physician. 

As ^e have been involved iri this research , some have said to 
us chat iiyperactive. children are totally unaware of these factors 
iri the treatment. We know this riot to be true. It seems clear 



115 



to us that the confused, disj dinted arid coriflictirig patterri_of 
expectations can be of little value in prdvidirig a berieficial_ 
treatment program. The education arid medical . treatmerit of the 
hyperactive child is being carried dri iri ari iricdhererit erivirdri- 
ment : 

How can we understand the failures , difficulties , andprdb- 
lems that are encountered in the diagnosis and treatment, df hyper- 
activity? If one uses the medical model , conceiving of hyperacti- 
vity as an organic pathology and of the treatment as a .response 
to that pathology falling within the exclusive realm of physicians , 
there is the likelihood that the problems encountered are seen as 
random, idiosyncratic, uncontrollable, and only marginally the 
responsibility of the treating physician. Teachers^ parents^ or ^ 
physicians who view the situation in this way will tend to explain 
the difficulties as the consequences of a "crazy teacher., ''an 
''uncooperative parent," or an "incompetent physician ." The social 
systems approach provides us with concepts which explain why the 
problems df_ role articulatiori occur. To explain all of the inco- 
herence we have observed as "craziness or incompetence" is to 

enter a conceptual cul-de-sac which is unlikely to provide explan- 
atory power dr corrective behavior. 

The issue that is uppermost in the minds of many who are con- 
cerned with the. diagnosis arid treatmerit of hyperactivity is the 
resolution of these. problems . We believe that the approach we 
have taken is useful fdr several reasons. From our framework , it 
is possible to remove mariy of the attributions of blame and guilt 
which compound the prdblems df achievirig a solution. Those of us 

who are concerned abdut firidirig ways to increase communication 

recognize that we cannot, get physicians to incorporate educational 
factors by castigating them. fdr their arrogance and rigidity. 
What these data .do is subs ti tute the_notion of social systems 
inadequacy for the nd.tidri. df evil. Explanations of callousness , 
laziness, evil, and the like. are riot required to understand the 
difficulty besetting our ability td deal with hyperactivity. 

Along these lines., a. wdrd df advice: Those who seek to write 
compelling muckraking bddks arid articles about the situation are 
best advised Jto not do as we have dorie^_ ridt to sit down and talk 
at length with _the_ involved persons. Wheri one does _ this , it be- 
comes more, difficult to. see villains .. One is more impressed by 
the general desire on. the part of. all parties td do a decent job 
and to do what is right for the child, even though one sees short- 
comings, errors, mis takes, and problems . We uncovered dedicated, 
but incapable saviors working in flawed systems. 

The approach that we have taken has aridther important con- 
sequence, it equips _us with concepts that are_helpful in imple- 
menting suggestions fotmd in the literature. This is best illus- 
trated by the_6ften_cited recommendations by physicians and edu- 
cators concerning the heed to make a place. fdr parents arid teachers 
in diagnosing and treating hyperactive children. If one is obli- 
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vibus to the structural deficiencies which aire responsible for 
generating problems , then one tends to feel that one can _ _ 
a place" for these other participants. We say that participation 
is desired and welcomed and then expect that participation will 
foliov;. It seems clear that it is not until one understands the 
full meaning of the word "make" in the expression make a place 
that the needed ccjllaboration can occur. 

To "make a place" for participants in caring for^ hyperactive 
children means to create those social structures, within_medical 
practices, schools, families, and other caretaking _ organizations , 
that make participation necessary rather than permissible it 
means that the educational plans for the hyperactive child are 
defined as incomplete Until the physician's contribution is incor- 
porated. It means that we act on our belief that information from 
school personnel and parents is essential in understanding the 
child's problems and solving them. It means that roles of _ttie^ 
significant persons in each system are formed to accept and inte- 
grate knowledge and information from those in other systems . it 
means that there is a single, integrated support system for the 
child. 

If we view as isolated incidents the events that have trans- 
pired over the past several years with regard to the treatment_ot 
hyperactive children, then the creation of solutions is valuable 
only to insure that children bei-ig treated currently , _ and^those ^ 
who may be treated for hyperactivity in the future . will be assured 
Of the best that can be done for them. Reflection on our ^ data leads 
us to believe that, even given the limitation in technieal_know- 
ledge, we are not treating the hyperactive children as well as we 
could. We believe that additional and more potent psychopharmaco- 
logical techniques for children and adolescents will be developed. 
Whin one recognizes that psyehopharmacdlogical technology has not 
reached its culmination with the development of this generation^ 
of existing drugs, one sees that our need^to think carefully^ and 
to create the policy and social forms needed to apply to this 
technology sensibly is well worth the effort. 

Policy Implement 



This report is the culmination of years of research on hyper- 
activity. Much like the hackneyed call for additional research 
which i^ a standard part of the last chapter^ of every doctoral 
dissertation, we have included a call for policy "^f^^ 
papers we have written on the topic. Our call for policy^ however, 
is not a mindless pronouncement, but ^^^her reflects our conclu- 
sion, based on our research, that the well-being of children re-_, 

quires thdughtfully constructed Poi±<^y- -"^^ P'P^^'^y^^^^^^^ 5Sli?V 
like a well?trained dog, we would have long since had public policy 

for this health problem. 
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As we have_ reflected on the meaning of our data ^ we have con- 
sidered the problem of developing both permanent arid makeshift, 
solutions^ The makeshift solutions are important as we. respond to 
the teacher or to the parent who is anxious about what they _cari do 
for their hjrperactlve child or pupil^ Ho^ given the world_as it 
presents itself to them^ can they provide help? A parent of a 
hyperactive child is understandably disturbed by solutions that 

require fairly extensive social change and a lengthy period of 

time to implement . The permanent solution to the problems we have 
identified iri this research, however ^ can be achieved only thro ugji 
social- charige. Chariges in the ways iri which persons see their own 
and other roles is esseritial for the requisite iiriprdvements . 

Policy is a prescription for behavior formally sarictioned by 
ah orgahizatibh. The relationship Between policy and role as we 
have used it is clear. The need is to change perspective Policy 
provides a behavioral basis for such a change of perspective. 

In chapter one we mentioned some volatile experiences growing 
out of the problem of treating hyperactive children^ We have sug- 
gested that this is a reason for policy to be formed^ Others read 
it quite, differently. For them, these volatile occurrences suggest 
that policy should riot be formed. The principle involved here is 
ari oldarid verier able one: let sleeping dogs lie. To begin the 
task o_f policy formatipri is _ inevitably to call attention to what 
might be a hidden probJ.em withiri the confines of the school dis- 
trict or commtinity. When attempts, are made to convene the persons 
involved and initiate activities that lead toward policy^ attention 
is called to the situation and can conceivably result iri a volatile 
cohf irraatioh. 

iri the face of this controversy, the que st'ion arise about 

whether policy is to be made concerning hyperactivity and its 

treaHment, or the controversy about hyperactivity and its treatment. 
The hopeless, eritwiriirig of these two questions frequently creates 
an impasse which the attempt to _ develop policy does not survive. 

There are two indeperiderit. inhibitors of policy formation. _ The 

first is_£he pro- arid ariti-hyperactivity arid its treatment contro- 
versy. The secbrid is the differ erice iri opiriiori about the need for 
policy. Some who are in favor of diagribsirig arid treating hyperac- 
tive children reject the need for pblicy for reasons just described; 
others oppose specific pblicies because of substantive disagreements. 

There _is aribther cbrisideratiori which we think is very impor- _ 
tant in xmders tariding the coristrairits on policy formation. Several 
different types of persons _must be involved if policy for screening, 
diagnosis, and treatment _bf hyperactive _ children is to be formed. 
If policy is to help us determine. when it is appropriate for chil- 
dren to be sent for medical consultation arid wheri riot, and so on, 

then it is necessary that a variety of persons be consulted. 

Parents, physicians, educational personnel--all have somo liivolve- 
ment in these activities and thus their participation is required. . 
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We know that when there are different beliefs and attitudes among 
these individuals _ about what shpul'-'' — ^d should not be done^ we 
confront a very. dif f icult _ task iri tx.^ rig to achieve spitie measure 
of_ agreement- ._ Yet this, might riot seem^ at first, consider atidri^ to 
differ from the task before any group that sits down _to_ confront 
some issue _when there are alternative pbsitidns possible. The 
important _ features , in_ the case of the _ policy pertaining, to hyper- 
active children, are. that the perspectives and beliefs that, are 
brought to this problem are wedded to social system membership. 

From the perspective of the.medical social system, the hyper- 
active child represents a medical. problem to be coped w±th^ From 
the perspective of the educational . social system, the child repre- 
sents a learning and behavior problem. From the perspective of 
the familial social system^ the hyperactive child represents a day- 
to-day behavior problemj^an^e^ and agonizing question is 
whether the child can meet the total array of social expectations 
that are required for successful functioning within the society . 
Even though the behavioral deficits of hyper act ivi transcend any 
one system, it is viewed by different system mei^ers from the^ 
perspective of the goals and natures of their own systems^ There- . 
fore, the meaning of technology is segmented^ 

here in the formulation of policy are not random differences but 

rather systematic differences in the perspective^of differently 

structured, differently functioning social systems with oftentimes 
competing definitions of the situation, goals, fmction, and legi- 
timacy. 

What are the implications of this for policy forma tiqn , when 
several individuals sit around a table attempting to figure out 
what should be done and how rules for behavior, should be faishioned? 
They confront the issue not 9nly as individuals representing a 
particular point of view which may be arbitrated and negotiated, 
but also in a very real sense as representatives and guardians of 

the perspective of their system. While the propensity to serve 

as guardians may vary from individual to indtyidual^ it is unlikely 
that a physician , parent , or teacher will ever totally relinquish 

their role as a physician, parent, or teacher. The extent of 

flexibility possible in the negotiations and discussion, and the 
extent of the articulation of perspectives that would lead to a 
coherent social policy, will probably inevitably be constrained 
by the social system membership. 

This divergence of expected behavior , attitude^ and perspec- 
tive of members of various social systems has, for the hyperactive 
child, been documented quite strongly in our own data, Our data 
indicate that parents teachers / and physicians disagree on atti- 
tudes toward psychoactive medication, on the perspective of the 
assignment of. etiology to the cdndition, its nature and character- 
istics, .and the degr.ee to which the same set of behaviors is 
expected of one another. 
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We have never ceased to be both intrigued and dismayed by _ 
the realization that, when looked at in this multi-system, perspec- 
tive, it becomes apparent. that policy is mqstneeded by the persons 
who are the least powerful members of the systems, which is to 
say, the children arid their parerits. Over the last several years 
we have had the oppbrturiicy to speak to many different groups . 
We have spoken to grcjups of teachers, school administrators, phy- 
sicians, and to parerits of hyperactive children. It has been_our _ 
ekperienee that Jthe most receptive audiences for the^notion of need 
for policy have been those composed of .pi:.rents of hyperactive 
children. We have felt a differerit kirid of affective response to 
the message. While, in many iris tarices , teachers and physicians ^ 
support the heed for policy formation, one senses an immediacy and 
an urgency oh the part of parents of hyperactive children _ to grasp 
this message and frequently the response is "of course this is 
needed but hov7 do I go about accomplishirig it? How do I get my 
school system or my doctor to do this?" The respOrise is that , as 
a member of the familial system, the parerit canriot accomplish this . 
The lack of power of the parent frequeritly results iri the parent 
and child. being subject to a chaotic,^ uncertain, and unsatisfactory 
natural history of identification and treatmerit that is in itself 

severely systematic of a lack of cohererit policy^ The lack of 

impact that the parents have on the medical and educational system, 

as the most urgent petitioners for policy, means that the best 

that many can do is to compose an ad hoc orchestration of resources 
to attempt r,o cope with a single child's difficulties in the^system. 
It seems to us that tmder standing the manner in which many of the 
difficulties we confront are rooted in social system membership 
and in beliefs, .attitudes, ^and conceptions which.are nqt random 
and unsystematic does not mean that we are doomed cbntiriuously to 
relive this problem. Rather, it appears that bur arialyses, if _ 
applied, may provide an ability to generate insights about inertia, 
the controversy, and social forces which hamper true development 
bf pblicy. 
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INSTRUMENTS 



MAil:,ED QUESTIONNAIRES: 

QUESTIONNAIRE : Parents 
QUESTIONNAIRE: Teachers 



INT:^rVIEV7 SCHEDULES:* 

BAGICGROUND: Parents 
BAGKGROUND : Phy s i c i ah s 
BAGKGROUND: Teachers 

BAEKGROUNDi Ghild 

EVENTS, PROGESS AND ROLE BEHAVIOR 
EVENTS, PROCESS AND ROLE BEHAVIOR 
EVENTS, PROCESS AND ROLE BEHAVIOR 
EVENTS, PROGESS AND ROLE BEHAVIOR 



Parents 
Physicians 
Teachers 
Child 



ASSESSJffiNT 
ASSESSlffiNT 
ASSESSfENI 
ASSESSMENT 



Parents 
Physicians 
Teachers 
Child 

RQLEj^ Parenis, Physicians, Teachers 
ATTITUDE GENERAL: Parents 
ATTITUDE GENERAL: Physicians 
ATTITUDE GENERAL: Teachers 
ATT ITUDE GENERAL : Ch i 1 d 
SPECIEIC BELIEFS: Parents 
SPECIEIC BELIEFS: Physicians 
SPECIFIC BELIEFS ^ Teachers 
AWARENESS OF fffiDIGATIDNl Child 
PROCEDURE IN Ti^ING MEDIGATION: Child 
RESPONSES OF OTHERS TO CHILD: Child 
SELF-ESTEEM: Child 



^Rather than including all interview schedules for all phases 
(iriitiatibn, monitoring and termination) in their entirety^ 
the above is ah index Of the sections included in the various 
interview schedules. Within each section will be foutid all 
of the questions comprising that section^ with additional 
pageg denoting changes within a particular section, when ap- 
pliCable, fOr monitoring and terrriihation phases. 
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MAILED QUESTIONNAIRES 
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SCHOOL CHILD SURVEY 



A^3 



Piease list the ages of ybbr childreri arid indicate 0thejr sex. Include all children who were mem- 
bers of ybiir hbusehbld, even if they now are grown and live elsewhere. (Cdntihue dh back if 
necessary.) 



i. 


First Name 


• Age 


Male 
□ 


Female 
Q 






2: 






□ 


□ 






3: 






□ 


□ 


4. 






B 


□ 


5. 






□ 


□ 



This questionnaire is being answered by: 

father □ stepfather □ male guardian □ female guardian □ 
mother □ stepmother Q other (please specify) 

in what age category are you? 

26-24 □ 25-29 □ 30-34 □ 35-39 □ 

40-44 □ 45-49 □ * 50-54 □ 55 Or older □ 

In what age category Is your spouse— if you have one? 

20-24 □ 25-29 □ 30-34 □ 35-39 □ 

40-44 □ 45-49 □ 50-54 □ 55 or older □ 

What is the occupation of the father (stepfather, male guardian)~such as lawyer, auto mechanic, 
salesman— in your family? • 



What is the occupatloh of the mother (stepmother, female guardian) — such as lawyer, autd mechan- 
ic, salesrnah — in your family? ^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^^ 



PtEASi ANSWER THE REST 
OF THE QUESTIdNS ABOUT' 
THIS CHILD 



Has your child had a medical diagnosis of a learning or behavior problem? 
Yes □ No □ 

What was this diagnosis? 



er|c 



Who rriade the diagnosis? Physician □ Teacher S Coariselbr S Norse □ 
Psychoioglst □ Other person □ (specify) 



1/f n 



8. Please check any of the following diagnoses that have been made for your child. 

MBD □ Overactive □ Minimal brain dysfurictlbri □ 

Hyperkihesis □ Impulse disorder □ Minimal cerebral dysfunction □ 
Hyperkinetic □ teaming disorder □ Hyperkinetic Child Behavior Syndrome □ 
Hyperactive □ Learning disability □ 

My child has not been diagnosed in any of these ways □ 

9. ls~or has— your child been treated in any of the following ways? 

Yes thjs treatment If treatmeht _ 

treatment^ started has been ended, 

is— or has— month/year when did It end? 
been used 

Megavitamih therapy EI 

Counseling □ 

Special Diet □ — 

Behavior Modification □ 

Psychiatric Treatmeht □ ^ " 

Medication for some sort 
of ble^iayidr or learning 

problem □ ^ 

If your child is taking 
or has taken medication 
check below: 

DextrdafTiphetamihe 

(bexadrlne) □ ^ 

Mellaril □ 

Dilantin 3 , 

Cylert □ ^^^^^^^^ - 

Phenobarbital □ ' - . . 

Ritalin □ . 

Benadryl □ z^^^^^^^^^^^^ 

Vallum □ • 

Imprimlne (Tofraniij □ 

Coffee or Tea (Caffeine) □ • - - — 

ether 
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10: If you are riot sure What yoor child is taking, please look at the label of his medicatidh arid copy 
it here. 

11. Lisjed beldw are iteltls coricerrilrig childreri's behavior or the problems they sometimes have. Read 
each item carefully and decide how much you thirik this child has_beeri tiothered by this problem 
at this time: jsjOT AT Att, dUST A LITTLE. PRETTY MUCH, or VERY MUCH. Iridicate your choice 
by checking the box 0^ in the appropriate cbluriiri to the right. Please answer all items: 





Not at 

All 


Just a 
tittle 


Pretty 
Much 


Very 
Much 


1. Restless 


□ 


□ 


□ 


□ 


2. Excitable, impulsive 


□ 


□ 


□ 


□ 


3. Disturbs other childreri 


□ 


□ 


□ 


□ 


4. Fails to firiish things he 
starts (short atteritibri span) 


□ 


□ 


B 


□ 


5. ndgeting 


□ 


□ 


B 


□ 


6. Inattentive, distractable 


□ 




B 


B 


7. Deriiarids must be riiet 
[mmedjately; easily 
frustrated 


□ 


□ 


B 




8. Cries 


□ 


□ 


B 




9. Mood changes quickly 


□ 


□ 


B 




i 0. Te rnp^er out b urstj 
(explosive and unpre- 
dictable bahavlbr) 


□ 


□ 


B 


B 



If you checked "pretty much" or **very much" for any of the above items, please iridicate where 
these behaviors usually occur: 

at school D everywhere □ 

at hbriie □ other (please specify) 



o - -Mb 
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I: How many children are enrolled in yoar class at the fDreiserit time? (For Middle/Jdriidr High School 
teachers, '*your class" refers to your home rddm class. )^ • 

I. What grade level(s) are ydu teaching?, 



}. How many children in your class this year do you believe exhibit syrhptorhs of the cbnditidri Khdwh 
as the hyperkinetic (hyperactive) child behavior jsatterri? ^ 

i. How many children in your class this year do yoU kridw of who Have been diagndsed by a physician 
as any of the fbllowihg: hyperRirietic, hyperactive, learning disdrde^ learning^ ^ dveractive, 
as having hyjDerRihesis, rhihirhal brain dysfUhctidh, MBD, impulse disdrder, hyperkinetic child be- 
havior syndrorhe, minimal cerebral dysfUhctibn? - 

5. Please Indicate the number of children in your class this year who are being treated or who were 
being treated at any tirhe this school year in the fdllowirig ways. A child may be coUhted rhore than 
once if treated in more than brie way. 



Treatment 

a; Megavitamin Therapy 

b. Gbunseling 

c. Special Diet 

d. Reriiedial InstrUctibri 



Ndmberof 
Children 



Treatment 

e. Behavior Mbdification 

f . Psychiatric Treatrrierit 

g. Medicatibri fbr Behavibral 
br Learning Prdblems 



Numberof 
Children 



). if there are children in ydUr classroom this year being treated with medicatidn{s) for behavioral or 
learriirig prdblems (qUestidn 5g abdve), please indicate how many children are being treated with 
each of the fdlldwirig medicatidris: 



Medication 

De xXro am p h e t am i n e 
(Dexadrine) 

Mellaril 

Dilantin 

Cylert 

Phenobarbital 
Ritalin 



Number of 
Chiidren 



Medication 

Benadryl 
Valium 

Imprimine (Tofranil) 
Coffee o r Tea (Caff e i nej 
Other (please specify) 
idnknown 



Numberof 
Children 



What is the name of the school you teach in? 
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BACKGROUND 



/' 

! 




A^6 

BACKGROUND: Parents 

1. Would you tell itte your fuii name? — 

2. What is your husband's (or wife's) first name? 

(TURN ON RECORDER HERE IF PERMCSSION WAS GRANTED.) 

3. What is your relationship to (child's name)? . . - . _ - - - 

4i What is the name of the doctor who treats (child's name) for hyperactivity? 

5. What was the name of (child's name) teacher when he/she began medication 
treatment? ' 

6. At what school does this teacher teach? — - - _ _ . . 

How many years have you lived in Grand Rapids? — 



BACKGPvOUNT) : Physicians 

1; Sex: Male Female 

2. What is the apprd:ciiaaCe age characcierisctcs of your practice? Could you 
tail me i£ the: 

>lajority of your patients are adult ^ 

Majority of your patients are adult or adolescent, or; 

Majority of your patients are children under 13. 

3. For how many years have you been a practicing physician? 

4. Could you tell me your age? — - 

5. Could you estimate what proportioh of your patients are being treated by 
you for hjrper kinesis? 

^eiy f^^ (1 - 2%) 

A small prbpbrtibn (3 ~ 5%) 

A substantial proportion (6 - 25%) 

I specialize in treating these cbiiditidns. 

6. Are patients with school and behavioral problems referred to you by other 
physicians? 

Yes 

No 
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BAeXGRQUND : Teachers 

1. You aow teach ^^^^^^^ level (grade). 

2. Have you ever taught In another level? Yes No 

2a. (IF YES). What level? How many years? 

tevei Number of Years 

K 

1 

2 



3 

a" 



6 

7" 

8" 

9-12" 



3. How many years have you taught? 



4. Hcjw nmiy years have ycju been teaching in Grand Rapids Public schools? 

5. Have you ever been a special education teacher? Yes No 

5a. (IF YES) What type of special education instruction were you involved in? 



5b. (IF YES) For how many years? 



S. In ail your years as a teacher approximately how many hyperac children 
in your classes have taken medication for this condition? - -- 

7. Have you had any course work, training or inservice dealing with hyperactive 
children and/or their treatment? Yes No ■ Don't remember 

7a. (IF YES) What was it? 
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CHILD niT5SVI3': Traaced • * A-9 



Intarviewer; Keiib £ an ^^rs ♦ (Siss) Are you 

(child's first came)? I would like co calk co you for a little while and ask 
you soiae .questions about yourself. I would like to record our talk with this 
tap.e recorder so I can be sxira to get everything you say right. ££ you iika, 
we can ^isten to a little or this on the tape recorder after we^re done^ Is 
it OK vitfa you if we use the taoe recorder? (IF CHILD SAYS NO TURN IT OFT, PUT 
IT AWAY AND PROCEED OTTH INTSRVIH^) . 



1. What is the name of your teacher? _ 

2. Do you have any brothers or sisters? 

Yes No 



3^ How bid are ybu? 

4. I^at do you like to do best in school? 



(N0T2_DI5rZROCE QUESTIONS, PROBES ARE USED ONLY 

ir THE SUBJECT CAN NOT RESPOND TO THE INITIAL QUESTION. FOLLOW-UP QUESTIONS 
ARE TO BE USED WHEN IT IS NECESSARY TO FOLLOW A PARTICULAR RESPONSE AND ANST^S 
WITH ANQTHES QUESTION. TIE FOLLOW-UP QUESTION WILL BE SIGNALED BY THE DIRECTIONS 
^*IF YES'* OR ''IF NO.**) 
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EVENTS, PReeESS AND R0LE BEHAViOR 
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EVENTS i PROCESS AND ROLE BEHAVIOR: Pafenti 

What I would likia to do now is get sone background ihf brTnatibti about 
how (child's name) came to be_ diagnosed as hyperactive and treated with 
medicatibh. I am going to ask you some questions. Your answers to these 
questions will give us a picture of (child's name) diagnosis and treatment. 

(PROBLai REeOSNlTiON AND RESPONSE) 



1. Who first brought up the idea that (child's name) had a leamihg or 
behavibr problem? 

child's mother 

child's father — 
relacive 

child's teacher 

child's dbctbr 

other (specify) - . - 

don ' t know 

don't remember 



la. (IF OTHER THAN MOTHER OR FATHER) How did you hear about the child's problem? 



2. What problems was (child's name) thought to be having at that time? 



3. When was this? Month *_ Year 



4, Did either you or your spouse suspect aiiy problem before this time? 
'^^s . — No Don't remember ^^^^^^ 

5. Who first brought up the idea that (child's name) needed professional 
help because of his/her problem? 

child *s mother ^^^^ 

child's father 

relative 

child's teacher 

child's doctor 

other" (specify) ^ 

don^t know ~ 

don't remember 
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g. Who first brought ap the idea that (child's name) needed medicai help? 

child's mother 

child' s father 

relative 

child ' 3 teacher 

child's doctor 

other (specify) . 

don't Icnow 

don't remember _ 



*7i In addition to (child's name) doctor, did you or your spouse go to anyone 
for help? 

4 

Yes No Don't remember 



7a. (IF YES) Specify 



(DIAGNOSIS) 

S. Were you infbnzied of (child's name) diagnosis? 

Tes No Don ' t remember 



8a. (IF YES) From whom? 

doctor - school social worker - 

doctor's tiurse school nurse 

teacher school jssychologist 

other (specify) ■ — 

8b. What was the diagnosis?. (IF RESPQNDmT DOES_NOT__UOTEMTANP_Tm_^^ 

ASK:' WHAT WAS THE MEDICAL TEKMES3 THAT WAS USED TO DESCRIBE THE CHILD'S 
eONDTTlON?) 



Did you talk with the doctor about the details and meaning of (child's name) 
diagnosis? 

Yes No - - ■ ■ ■ - Don't remenier 

9a. (IF YES) Do you feel your talk with the doctor enabled you to miderstand 
(child's name) condition? 

Yes Nd^ 
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9b. (IF YES) What^ If anything^ did ybu find but that was helpful and important 
for ybu to know? 



9c. (IF YES) What questions or cbncernSj if ariy> did ybu have that were not 
answered by the dbctbr when you talked with, the dbctbr about the meaning 
bf (child's name) diagnosis? 



10. When was the diagnbsis made? 

Month Year Don't reme^er 
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ii; How long (approximate numiser of minutes) was the doctor's visit during- 
which the diagnosis was made? 



*12. Did you talk tb Che dbctbr about (child's name) behavior at hbme? 
Yes No Dbn*t remeSbef 



*i3* Did you suggest to the doctor that (child's name) might be hyperactive 
before the doctor made the diagnosis? 

Yes — — No Don't remember 



*14. Did you explain (child's name) diagnbsis to bther members bf the family 
who were bid enough tb understand? 

Yes No Don ' t ' f emeffier 



*i3. Did you tell members of the school system about (child's name) diagnosis? 

Yes No ^.^..^^^^^^ Don't remember 

15a. (IF YES) Whom in school did you tell about (child's naiae) diagnbsis? 

principal physical education teacher 

* schoo;^ ?^^^?8 teacher 

school social worker teacher aides - 

school psychologist other (specify) 

child ' s teacher 
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*16. Did yoxi talk with the teacher or any other ziiember of the school system 
about the details and meaning of (child's name) diagnosis? 

Yes No Don ' t remeinSer 



16ai XIF YES) Do you feel that your discussion aBout (child's name) diagnosis 
helped the teacher or other members of the school system do a better job 
in the classroom dealing with (child ^s name) hyperactive condition? 

Yes No Don't know 



i6b. (IF YES) Do you feel that your discussion with the teacher (or other school 
personnel) helped you tb_uhderstand more about (child's name) condition or 
his/her school situatibh? 

Yes No Don't know — 



*17. Did you discuss the details and meaning of (child's name) diagnosis with 
(child's nacie)? 

Yes No bon^t remeicber 



18; When (child's name) was being diagnosed, did you request consultation with 
one or more specialists in addition to your doctor? 

Yes No Don't remember — 



(HEDIGATION TSZAElEJlT) 

19 • When was the decision to place the child on medication made? 

Month Year Don*t remember 

*20. Did you recommend the use of medicatidn? 

Yes No Don't remember 

2Ga. (IF YES) ' Was it a specific medication? 

Yes No 



2db. (IF YES) What was it? 



21. Whcjse decislbh was it to use medication treatment for (child's jname)? 

(CHECK MORE THAN ONE RESPONSE IF THE DECISION IS SEEN AS A JOINT DECISION.) 



teacher 

parent 

doctor 

other (spec. /) 



^22. Did you explain. to the household -members bid enbugh tb understand why 
(child's name) is taking medicatlbn? 



Yes No Don't know 
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^23. Did you tell the teacher that child's name) was being treated with 
medication? 

Yes — No - - Don't remenier 



^2^. Did you tell others in the school system that (child's name) was being 
created with medication? 

Yes ^ No Don't reiaember 



24a. (IF YES) Who? 

school psychologist _____ school social worker 

principal _^___ reading teacher 

physical education teacher ^^^^^ others (specify) 

music teacher 



25. Were any other means of dealing with (child's name) tried before medication 
was bagun? 

Yes No Don't remember 



25a. (IF YES) What were they? 

behavior modlflcatldn ^^^^^^ psychiatric t reatmen t 

special diet_ -- - cbunselllhg - - 

changes in classroom situation 

other (specify) 

26 • Has there been any change in the medication treatment of (child's name) 
since treatment began? 

Yes — No — Don't remember 



26a. (IF YES) What change was there? 

dosage • 
type of medication 

tlTDP at which medication was given 

other (specify) 

27. Do you give (child's name) one or two pills to take to school each day? 

Yes lib 



28. Do you give (child's name) pill to him/her each time he/she takes it 
at hbi^? 

Yes No 



28a. (IF NO) Do you know who sees to it that (child's name) takes his/her 
medicine at home?. 

Yes No 



EKLC 



A-17 

29 i Where is the medicine kept at home? ' 



*30. Did ybu talk to (child's name) about what his/her medication is supposed 
to do for him/her? 

Yes No Don't remember 



*3i. Did you > yourself , change the dosage or the times when (child's name) takes 
his/her medrcation? 

Yes — -• - - No Don't remember 



31a. (IF YES) Why? 



32; know who sees to it that (child* s name) takes his/her medication at 

school? 

Yes No ^ — ——- Ddti't know 



32a. CIF YES) Who is responsible at school for seeing that (child's name) 
takes his/her medication? 

classxodta teacher 

school nurse 

principal 

other (specify) 
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(ADJUNCTIVE THiaV^-.' 0 



In addition to tnedicatlbn^ have any other changes Ih (child's name) home 
life or school life been made or other treatments used to 
name) ? 

Yes - - No ; Don't know 



33a. YES) What approaches have been or are now being used? (NOTE: YOU NEED 

NOT READ THE LIST OF APPROACHES, _CHE^ THOSE MjOWIONED BY RESPONDENT AND 
FOR THOSE MENTIONED, COLLECT THE ADDITIONAL INFORMATION.) 



(Check if 
Mentioned) 



^as it your idea 
to try this 
approach ^or 
(child* 3 name)? 



When did it 
Begin - End 
Dates 
From To 



Counselling 



Megavitamin 
treatment 



Special diet 

Changes in your 
vay of reacting 
to child 

Psychiatric 
treatment 

Special 
education 

Changes in home 
life 

Changes in class- 
room procedures 

Cotmselling for 
parents 

Behavior modi- 
fication 

Other (specify) 
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34, Has (child's name) been treated unfairly by anyone because of his/her 
diagnosis or treatment? 

Yes No Don ' t know 

34a. (IF YES) By whom? 

parents school personnel ____ 

teachers ___ other children 

doctor relatives ^.^^ 

other (specify) — - - — 

35. Do you think -(child's name) might have a better chance for success in 
school if his/her teachers and other school personnel did not know about 
his/her diagnosis and treatment? 

Yes No — ■ — Don't know 

School personnel not informed — 



36. Do you perceive any differences between your own and your spouse's 

attitude toward treatment? 

Yes No \ Not applicable— no spouse 

36a. ' (IF YES) What are the differences? 



37." Has the fact that (child's name) has been diagnosed as a '^hyperactive 

child" seeiaed to make some people around him/her blind to (child's name) 
other qualities? 

Yes No Don't know 



37a. (IF YES) Who tends to be this way? 



38.. Do you thiiik (child's name) might be happier at school if others did 
hot know of his/her diagnosis and treatment? 

Yes No - - - - Don't know _ 

School personnel not informed 

}9. Do you thiiik (child's name), might be happier at home if others did not 
know of his/her diagnosis and 'treatmert? 

Yes ^ No Don ' t know 
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Doybuthittk (child *s name) benefits atschddi because school persbhhel 
know of his/her diagnosis and tfeatiaeiit? 

Yes — No Don*t know 

School persbhhel not informed 

41.. Do you th±hfc ( child *s name) benefits at home because the family knows 
of his/her diagnosis? 

Yes No Don * t know 

(PSYCHOLOGICAL AND SOCIAL SUPPORT) 

42. Has the teacher expressed any frustrations or feelings of difficulty, about 
teaching (child's name) to you? 

Yes ■ No — Dbh*t remember 

4_2a. (IF YES) Have you tried to help her deal with these feelings? 

Yes No Dbh*t remember 



^» Has (child's hame) been teased or made fun of because he/she is taking 
medication? 

Yes - — No Don't know - 



^4-. Have you found that (child's name) is being teased at home because of his/ 
her condition or treatment? 

Yes — No Don't remember ' , 

♦4a- ^ (IF YES) Did you do anything about it? 

Ye^J No ■ _ Don ' t know ^^^^^^^^^^^^ 

^^b,. (IF YES) What have you done? 



Have you found that (child's name) is being teased at school because of his/ 
jfier condition or treatment? 

Yes No Don ' t know — - 

(IF YES) Did you do anything about it? 

Yes No — Don't know 
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45b, (IF YES) What have you done? 



46* * Do any adults give (child's name) a "hard tiine" because he/she is taking 
medication? 

Yes No ^ Don't know 

46a. (IF YES) What, If anything, did you do abbtic this? 



47 • Does (child's name) have personal dbxibts or bad feelings that stem irom 
the use medicatibh? 

Yes Ho' Don't know 

.*48., S^ve you joined or attended meetings of organized graups of parents to 

discuss problems and hold rap sessions about their hyperactive ciildren? 

Yes No 

*49. Dp ybu ever get tbgether informally with other parents bf hyperactive 
children to share cdhcerns and information? 



ERIC 



A-22 



EVENTS i PROCESS Af.B ROtE BEHAVIOR: Parents 



I'd like to do is CO iet some background information about 

tiSl LL^^I '"^K^"^'"' ^ ^ ^° questions-. 

Your answers to these questions will- give us a picture of (child's name) treatment . 

(MONXTORmG) 

1. Sow often do you or your spouse take (child's name) to the doctor to check 
dp for his/her medication? 



2. When is the last time you took (child's name) in for a check up for the 
hyperactivity or the medication? (DATE) 



3. Who usuaiiy conducts the check up? 

4. How do you know when it is time to go to (child's nane) doctor for a check up? 

^e doctor has told me how often I need to go in. i.e. every two months 

The doctor contacts me When I need an appointoent _ 

I go in to see him each time I need to get a prescripctoa for a refill 

I go in when I think it is necessary 

Other (i.pecify) 



*5. 



Hjve you or your spouse had special visits with (child's name) doctor because 
ot problems or .difficulties connected with the hyperactivity? 
No Don't remember 



5a. (IF YES) How many of these special visits have you had in the last yea^? 



*6, 



*7. 



Do you Or your spouse provide" the doctor with information to help him evaluate 
the treatment for (child's name)? 

No Don't know 

Do^you provide the doctor with inf oration to help him determine if the 
medication has side effects for (child's name)? 
"'^^a No Don't know 

*8. Do you provide the doctor with information which helps him decide how much 
medication to give (child's name)? 
Yes No Don't know , 

*9; Do^ you provide the teache^ with information about (child's naie) condition 
and treatment to help the teacher do a better job in working with (child's 
name) in the classroom? 

_^ No - Don't know 
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*10. Do vdu or your spouse serve as a channel of Infdrmatlbn between teacher and 
ddctdr? 

Yes No 



iOa. (IF YES) Is the information osuaiiy spoken or written? 
Usually spoken 
Usually written — 

^•ll. Did you get • information from, other sources (such as school officials, 
scout leader sj relatives, etc.) about change (child's name) behavior 
after medication began?' 
^es .^^.^ No 

*12 , Have you dr your spouse consulted with hew teachers at the beginning of the 
school year to help them relate to and teach (child's name)? 
Yes _ No Don't remember - 

13. How often do you have a meeting with (child's name) teacher to check up on 
how things are gdiiig with (child's name)? 

Never 

Once a year 

Couple times a year 

Once a month ^^^^^ 

More than once a month , 

When teacher calls me in — - — ; 

When I think it's time 

When doctor recommehds I see the teacher 

Other (specify) 

14. In the past year how many meetings have you had with (child's name) teacher 
to disc-jss how thiiigs are gding? - - - ^ 



15* When was the last time you met with the teacher? 
Month Year ^' 

*16. Have you stopped the medication on a trial basis to see if (child's name) 
still needs it? . 

Yes No ^ Don't remember - 

*i7. Have you suggested to the doctor that medication be discontinued on a trial 
basis to see. if (child's name) stiii needs it? 
Yes No - Don't rprnemher 



18 • Have you requested of the ddctdr that medicatidh for (child's name.) be ended? 
Yes No Don't remember 
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EVENTS* PROCESS AND ROLE BEHAVIOR: Parents 

The first thdLng I*d like to do is get some background information about how 
(chiid*s name) ended his/her medication treatment for hyperactivity. I am 
going to ask you some questions • Youi" answers to these questions will give 
us a picture of what happened when (child's name) ended treatment. 

(TCRtONATION) 

ii Why was (chiid's name) medication stopped? 
child no longer need^ medication 

medication doing no good ^.^....-^ 

side effects were tod great _ 

child didn't like the idea of medication 

parent didn't like the idea of medication 

doctor didn't like the idea of medication 

teacher didn't like the idea of medication _____ 

other (specify) — 

2. Did ybu or your spouse suggest that the medication be ended? 

Yea No 



2a. (IF YES) To wham? 

doctor 
child 



3. When did (child's name) stop taking the medication? 
month ^^^^^^ year ^^^^^^^ 

4. Did ybu or your spouse plan far the ending of medication for (child's 
name) before medicatidh was actiially ended? 

Yes No 



5. Did you set up a tria3 ending of medication as a way of finding dut if 
(child's name) medication wiis no longer needed? 
Yes - Nd Ddn't remember 



5. Did you collect information from the teacher in order td decide whether 
to stop the medication? 

Yes No .. - Don^t knw - 



6a. (IF YES) What sdrt df information did you gather? 

verbal reports 

test results 

answers to specific questions asked 

written reports 

dther (specify) - 



parent 

teacher 

other (specify) 
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* 7. Did you or your spouse discuss ending madicaCidh treatment for (cfiiid's 

hamej with his/her teacher? 

Yes - - - No Don^t remember — — — 

* 8. Did you discuss with (child's name) the possibility that medicatldh 

might ho longer be needed? 

Yes No Don't remember ^^^^^ 

9. Was medication for (child's name) started again a.t any time after being 
stopped? 

Yes No Don't remember .- 

* 9a. (IF YES) Did you or your spouse ever recdtnmend to (child's name) doctor 

that medication be resumed? _ . . * 
Yes No Dcjn't remember 

16. Did (child's name) have any fears or doubts about stopping che medication? 
Yes ^^^^ No Don't :kndw 

10a. (IF YZS5 Do you know if anyone provided reassurance for (child's name) 
when he^/she ended medication? 
Yes ^^^^ No - Don't knox^ 

IQb. (IF YES) Who? ^ ________ 

Did you try to find a time to end medication when (child 's^ name) was not 
under a lot of pressure? (e.g. , during exam time_> around Christmas or 
Spring Holidays,: when child is upset about something else) 
Yes - No Don't Sinow 
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EVEKTS, PRSeESS AND ROEE BSJAVIQR: Physician 

What I would like to do now is get some background inforaaciph abbtit how 

(child's naiaej came to be diagnosed as hyperactive and treated vith medicatibti. 
1 am going to ask ybu sbm.=5 questions. Your answers to these questions wiii 
give us a picture of (child's name) diagnosis and treatment, 

PROBLDl RECOGNITION AiTO RESPONSE 

1. Who first bror.ght up the idea that (child's name) had a learning or behavior 
problem? 

child's mother 

child's father 

relative ——— 

child's teacher . ^ ; 

doctor (self) - 

doctor (other) 

bthef (specify) _^ - ^ . 

don ' t know _____ 
don't remember 

la. (IF OTHER THAN SELF) What brought it to your aticention? 



2. What problems was (child's nattte) thought to he having at that time? 



3, When was this? Mbnth Year 



4. Did you suspect any problem before this time? 
Yes No Don't remember 

5. Who first brought up the idea that (chiid's name) needed medical help? 

child's mother 

child's father 
relative 

child. 's teacher ^^^i^^ 

doctor (self) 

doctor (other) ^ 

b.ther (specify) .. ' .. _. .. _.. _ _ ... . 

don't icnow 
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*6; bid 70U provide help for the teacher at this pre-diagiiostic stage? 
Yes - - - No Don't remember 



7. Did you provide help for the parents at this pre-diagnos tic stage? 
Yes No bon^ t remember — 



7a. (IF YZS) Wl;at sort of help did you provide for the teacher and/df parents 



DiAGNOSiS 

8. What was your initial diagnosis of (child's name) condition? 



9. About how long was the visit during which (child's name) was diagnosed? 



10. When was this dis^gnosis made? Month — Year 

11. Has that diagnosis ever been changed? Yes No 

11a. (IF YES) What is your current diagnosis? 



lib. (IF YES) When was this diagnosis made? Mouth Year 



*12. Did you arrange a consultation with other inedical specialists? 
Yes No — bdn^t remember 



*13. Did you taJfc rLth the tc&cher about the child's behavior and learning 
in school order to arrive at a diagnosis? 

iQS . No Bon*t remember 



*14. Did 3*ou request -viircples of (child's name) school work, test results, 
bbaervatibpn , anecdotes of written reports from the teacher to help 
ybu maka this diagnosis? 

Ye3 So Don't remember 



^15. Did you ^ctua^y receive samples of _(^Sii^_'s name) school work, test 

results, observatious, anecdotes or written reports from the teacher to 
help you make this diagnosis? 

Ycl - No Don't remember ^ 
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15 • What tests and procedures were used with (child's iiaine) to arrive at a 
diagnosis? - — 



*17. Did you provide the parents with a wdrking knowledge of (child's name) 
diagzxbsis? 



Yes Ho Don't remember 



*18. Did you provide the teacher with a wdrking Icnbwledge of (child's name) 
diagnosis? 

Yes No Don't remember 



^19 . Did you explain the nature of his/her condition to (child's name)? 

Yes No Don't remember 

20. Do you feel that (child's n^e) teacher or other school personnel helped 
in arriving at your diagiiosis? Yes - No 



20a. (IP YES) Was the teacher the first to provide the diagnostic label in 
(child's name) case? 

Yes No Don't remember 

21. bo you feel that (child's name) parent helped in formulating your diagnosis? 
Yes No Don't remember — - - 



21a* Was the parent the first person to provide the diagnostic label in (chiid's 
name) case? 

Yes No Don't remember 



CATION TREA^^NT 

22. When was the decision to place the child on medication made? 
Month — Year - 

*23. Was there any predisposition on the part of any other adult in (child's 
name) life to treat him/her with medication? 

Yes No Don't remember 
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23a. (IF YlS) Who? 

mother . 

father 

teacher 

other (specify) - — - - - 

*24, Did you tell the teacher (child's name) was being treated with medication? 
Yes No Don't remendjer 



*25. Did you tell others in the school system that (child name) was being 
treated with medication? 

Yes !ib Don't remember 



25*. i^F YES) Who? 

school psychologist ____ school social worker - 

principal - reading teacher 

physical educatidti taacher ^^^^^ others (please specify) 

music or reading caacher — 

26. Were any other means oc dealing with (child ^s name) tried before medication 
was begun? 

Yes - No Don't remember 



26a. (IF YES) What were they? 

behavior mbdificatibn psychiatric treatment 

special diet, counselling 

changes in classroom situation other (specify) - 

27. What medications, and dosages of medications have been used to treat 
(child's name) hyperactivity? 

Medications- Dosage Dates : Erom-To Regimen 



*28. Did you talk to (child's name) about what his/her medication is supposed 
to do for him/her? 

Yes No Don't remember 
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*29. Did you talk to (chiid's name) parents about what the medication you 
prescribed for (chiid's name) is supposed to do? 

Yes —— No Don't remember 



*30. Did you adjust the dbsage or regimen because of information from the 
parents or teacher? 

Yes No Don't remember 



3da. (IF YES) Who provide you with the information? 
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ADJUNCTIVE THESAPY 

31. In addition to medication, have any other changes in (child's name)^ home 
i^e or school life been made or other treatments used to help (child's 
name) ? 

Tes ITo - Ddn^t know 

31a. (IT YES5 What approaches have been or are now being us^? (NO^: YOU NESI 
NOT B£AD THE LIST OF AFPROA^ES, THOSE iffiOTIONED BI RESPONDENT AMD 

FOR THOSE iEiTIdl^i eOtLECT THE ADDITIONAL INFOEMATION • ) 

*Wa3 it your idea When did it 

- to try this Begin - End 

(Check if approach for Dates 

Mentioned) (child* 3 name)? From To 

Coimselling - 



treatment 



Special di^t 



Changes in your 
way of reacting 
to child 



Psychiatric 
treatment 

Special 
education 

Changes in home 

-~l±£n 



Changes in class-* 
rbdm procedures 

Counselling for 
parents 

Behavior abdi- 
fication 



0 thar ( sp ecif y ) 
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32, Has (child's name) been treated unfairly by anyone because of his/her 
diagnofjis or treatment? 

Yes No Don't Know 



32a, (IF YES) Who? 

parents - -- school personnel 

teachers _____ other children 

other physician relatives 

other (specify) 



33, Do you think (child's name) might have a better chance for success in school 
if his/her teachers and other school personnel did not know about 
his/her diagnosis and treatment? 

Yes No Don't Know 

School personnel not irtformed — — — - 



34. Has _ the fact that (child's name) has been diagnosed as a **hyperactive 

child" seemed to make some people around him/her blind to (child's name) 
other qualities? 

Yes No Don't Know _ 



34ii.- (IF YES) Who tends to be this way? ^^^^^^^^^^^^^^^^^^^..^^^^^^ 

35. Do you think (child's dame) might be happier at school if others did not 
know of his/her diagnosis and traatment? 

Yes ^ No Dbn^t Know 



36 . ' Do "you"thiiik-'^'ch±±d"*"s~naffl be~ happier at home if others did not 

know of his/her diagnosis and treatment? 

Yes ———— No Don't Know 



37. Do you think (child's name) benefits at school because school persbtlnel 
know of his/her diagnosis and treatment? 

Yes No Don' . Know 



38. ?o_y9^_thittk t,chl2.d's n3me)_benef ± ts at home because the family know:; of 
his/her diagnoaia and treatment? 

Yes No - Don ' t Know 
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psYeHGtbeieM: ^ social suppcrt 

*39. Have you attempted to prbvide_ (child' s name) parents witth support and 
reassurance about their child? 

Yes No Don't remember 

40- Has the teacher expressed any frustrations or feelings of difficulty about 
teaching (child *s name) to you? 

Yes ^^^^^ No ^ Don't remember 

*40a, (IF YES) Have you tri<^ to help her deal with these feelings? 

Yes No Don't remember ____ 

41. Has (child's name) been teased or made fun of because he/^he is taking 
medication? 

Yes - - - No Don't remember 

*42, Have you found that (child's name) is being teased at home? 

Yes No Don't remember 

*42a. (IF YES) Did you do anything about it:? 

Yes No Don't know - - - 

42b. (IF YES) What have you done? 



*43. Have you fouSd that (child ^s name) is being teased at school? 

Yes — — — — - No _____ Don't know _ _ _ _ 
*43a. (IF YES) Did you do anything about it? 

Yes No Don't knC)/ 

43b. (IF YES) What have you done? 

44; bo adults give (child's name) a '*hard time" because he/she is taking 
medication? 

Yes No Don't know 
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45. Doe3 (child* 3 name) have personal doubts or bad feelings that stem from 
thi^ use df medication? 

Yes No - Dbil't know 



46. Is treating the hyperkinetic child with stimulant medlcatibn more of an 

anxiety-provoking prof essicnal activity in cbmparisbh vn.th_ treating bther 
chronic childhood conditions (i.e. asthma, diabete^, f^t-i.)? 

very anxiety provoking ^^^^ 

somewhat 

very little _ 

less anxiety provoking 

not at all ' 



46a* (IF VStY OR SOMEWHAT) To whom do you turn for support? 

colleagues in same practice 
other physicians 

f cgiiily members 

others (specify) 

no one 



47. Do you ever provide psychoiogicai support for colleagues treating hyper- 
kinetic chi Idren with stimulant medication? 

Yes No 



nhese items parallel to role items on pages A-67 thru A-ld2. 



EVEJltS, PReeESS AKT3 ROLE BSHAVIOR: Physician 
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The first thing I'd like to do is Co get sonie_backg round inforriacion about 

(chiid's na^e) trea£riertt for hyperactivity. I am going to ask ydu sczxa 

questions. Your ans:^ers co these questions wiii give us a picture of (child's 
hane) tr ea taen t . 



(MONITORIUG) 

1, How often do you see (child's name) for a check-up for his/her medication? 



2* Who conducts the check-up? 

(child's name) ddctor 

one of the other doctors in the combined practice 

other (specify) ^ 

*3. Do you conduct periodic examinations of (child's name) to monitor treabaent? 

Yes No fion*t remember 



3a. (SF YES) How are the periodic examinations scheduled? 

Physician (I) set schedule 

Physician (I) contacts parent when it_is_time for an eicamination 

Child is seen when prescription is refilled - — - 

Parent brings child in when he/she thinks it necessary < 

Other (specify) — ■ . 

*4. Do you get information directly from the teacher or other school personnel 
in order to evaluate (child's name) treatment? 

Yes No ■ Don't remember 



4a. (IF Y£S5 Is this inf brmatibri requested by yoti or . volunteered by the 
teacher? 



requested - volunteered some volunteered, some requested 

4b. (IF YES) What type o£ information do you get? 

verbal description of child's school work 

samples of school work 

test results * _______ 

writtiBn responses to a specific question sent to the teacher 

other (specify) -_- 
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5* What kinds or tests and procedures do you employ for (child's name) check-ups? 



*6; Do you use information from the teacher in maintaiaitig a dosage level for 
(child 's name) ? 

Yes No Don't remember 



*7. J3b you use information about (child's name) behavior at home to help you 
evaluate i±.e melication treatment? 

Yes No - Don't remember 
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* 8. Do you use irLEormation about (child's name) behavior in school to 
help you evaluate the' medication treatment? 

Yes No Don't remember 



* 9. Do you use information about (child's name) behaviof in the home to 
help you maintain a dosage level? 

Yes No Don't remendDer _ 

*id. Do you use information about (child 's name) behavior at home to help 
you determine if the medicatibn treatment has side effects? 
Yes No Don't remember 

*ili Do you use information about (child's rame) behavior in school to help 
you determine if the medicatidn treatment has side effects? 
Yes ^ No Don't remember 

*i2. Do you provide the teacher with information about (child's name) con- 
dition and treatment to help the teacher in working 
with (child's name) in the classroom? 

Yes No Don't remember _t - - 

*i3. Have you obtained information £rom other sources about change in 
(child's name) behavior after medication began (such as school 
o-^ i: L<:1. als , scout leaders, relatives, etc,)? 
Yes No 

*l4i Have you consulted with new teachers at the beginning of the school 
ypar to help them relate to and teach (child's name)? 

Yes No Don't remember ^^^^^^^^^^^ 

*15. Have you discontinued the administration of medicatibn bh a trial 
basis to see if (child's name) still p[eeds_it?_ 

Yes No Don't remember 



if 4 
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/ What. I'd like to do how is get some background irifbr:natibri about, how (chiid's 

name) eaded his/her medication tfeatinent £or hyperactivity; i am going to 
asfc you some questions. Your answers to these questions will give us a 
picture of what happened when (child;' s name) ended treatment. 

(TERMINATION ) 

i. Why was (child's name) medication stopp^f 

child no longer needed medicr.tibn 

miidicatibh doing no good 

side effects were too great 

child didn't like the idea of medication 

parent didn't like the idea of raedicatibh ____ 

doctor didn't like the idea bf medicatibn 

teacher didn't: like the idea of medication 

other (specify) . . „ _. 

*2, Did you suggest that the medic2.tidn be ended? 

Yes Nb Dort'c remember 



2a. (IF YES) To Whom? parent — teacher - child - 

other (specify) -- - - - - ' 

3. When did (child's name) stop taki-ig the medication? month 

year 



*4, Did you have ari advanced indication of when (child's n.air,e) treatment would 
end? 

Yes No - - Don't remember 



4a « (IF YES) How far in advance did you know? - ^ 

5. Did you make any special plans for the procedures for terminating (child's 
name) medication? 

Yes . No Don't remember 



5a. (IF YES) Tvhat were they? 



6. Did you try a trial discbhtinuatibh bf medication as a method of finding if 
(child's name) medication should be stopped? 

Yes No Don't remember ' 



*7. Did you collect infqrmatibn from the teachtr in order to decide whether to 
stbp the medicatibn? 

Yes - No D;^. :::'miember 
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7a. (IF YES) What sort of tufomzauion did yot. gather? 

verl?al reports 

test results • 

aixswers to specific questions asked 

written reports 

other (specify) _. 



*8. Did you discuss ending medication treatment for (child's name) with his/ 
her teacher? 

Yes No — - Don't remember 



*9. Did you conduct a physical examination of (child *s name) to determine if 
the condition was sufficiently improved to discontinue medication? 

Yes No - - Don't remember - 



9a. (IF YES) What tests atid procedures did you use in conducting the examination? 



*10. Did you d,iscuss with (child's name) the possibility that medication might 
no longer be needed? 

Don't remember 



ila. (IF YES) Did you collect informatibn from the teacher in order to decide 
whether to resume the medication? 

Yes No Don't know 

12* Did (child's name) have any fears or doubts about stopping the medication? 

Yes No - - Don't know 

i2a. (IP YES) Do you know if anyone provided support for (child's name) when 
he/she ended medication? ~ 

Yes ^— — - No Don't know _^ 



^2b. (IF YES) Who? 



*13. Did you counsel (child's name) parents about ways of dealing with child 
after stopping medication? 

Yes — No Ddtl't remember 
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*14, Did you give directibhs to (child's name) parents about the disposal of 
medication when the treatment was ended? 

Yes No Don't remember — 



*15 • Did you conduct a post-medication examination for mohitbring long range 
side effects of the medicatibh treatment? 

Yes No DoTv't know \ 



15a, ^IF YES) What procedures did you use for the examination? 



^<16, bid you discontinue medicatibh at a time during the year that involved 
a minimum bf stress for (child's name)? 



Yes No Don't know 



17, ' s_5^^)__pt3ced on any other stimulant medication after he/she 

stopped taking stimulant medication? 

Yes No Don't remember 



17a, (IF YES) What Eoedicatioh? 

17b, (IP YES) When? month year 

17c. (t? YES) Why? 
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EVENTS, PROCESS AND ROLE BEHAVIOR: teachers 



What I would like to do how is get some background iiifbrtnatibn about how 
(child's name) came to be diagnosed as hyperactive and treated with medication* 
I ai going to ask you some questions. Yot^ answers toshes e questions will 
give us a picture of (child's name) diagnosis and treatment - 

(PROBLEI RECOGNITION AND RESPONSE) 

1. Who first brought up the idea that (child's name) had a learning or behavior 
problem? 



child's mother 
child's father 
relative 
child's teacher 
child's doctor 
other (specify) 
don ' t know 
don't remember 



la. (IF OTHEt THAN SS-F) How did you hear about the child's problem? 



2* What problems was lJ-id*s name) thought to be having at that timie? 



3. When was this? Month ■ Year 

4i Bid you suspect any problem before this uime? 

^ - No ______ Don't remember ^ 

*5. bid you make the decision that (child's name) needed help? 

Yes No Don't remember - 

*5a* (IF NO) Did you take part in the decision to seek help for (child's name)? 
Yes No Don't remember'. '- - 
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Did you make the decision to contact the doctor for medical help? 

Yes No Don't remember ^^^^ 

7. Did you cdntact a doctor for help? 

Yes No Don't remember 



Were you the first person to bring up the idea that (child's namel needed 
medical help? * 

Yes No Don't remember 



Did you contact (child's name) parents for help? 

Yes No Don't remember 

*10. Did you go to any other source inside or outside the school system for help 
for (child's name)? 

Yes No Don't remember 



iQa. (IF YES) Specify 
(DIAGNOSIS) 



11. Were you inform.ed of (child's name) diagnosis? 
Yes No Don't remember 



11a. (IF YES) From whom? 

doctor school social worker 

doctor's nurse . ??§993: nurse 

teacher school psychologist 

other (specify) ^^^^^^^^^^^^^^^ ' 



lib, (IF YES) What was the diagnosis? (IF RESPONDENT DOES NOT UNDERSTAND THE 
QUESTION, ASK: WHAT WAS THE MEDICAL TESMESJ THAT WAS USED TO DESCRIBE THE 
CHILD'S CONDITION?) 



ilc. (IF YES) When did you get word of diagnosis? Month Year 
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*i2. Did 7011 cbrlr^uat or have cdnduc ted any tests or other diagnostic or evaluative 
procedures i.: order ub develop an understanding of the nature of (child's 
name) condition? 

Yes No Don't remeinbef 



i2a. (IF YES) What tests or procedures did you - or others in the school system - 
conduct? 



*13. Did you talk with the doctor about the child's behavior and leamlr.3 in 
school? 

No Don't remember 



13a. (IF YES) '^o requested this discussion? 

*14, Did you record the medical diagnosis in ^cHid's name) cimuiative record? 
Yes No Don't remember 



*15 , Did you^ coimunicate (child's name) medical diagnosis to others the school 
system? 

Yes - No Don't remember 



15a. (IF YES) With whom did you communicate about (child's name) diagnbsdLs? 

principal physical education teaciief 

school nurse teacher 

school social worker -- teacher aides 

school psychologist others (please specify) _____ 



15. Db ybu feel that you were bf help in arriving at (child's name) .diagnbsis? 
Yes No D-jn't remember 



*±7, Did you suggest that (child's name) might be hyp^^^ctive before the doctor 
made the diagnosis? 

Yes No — Don't ronemiser — 



18 . Did anyone else in the school system sug^rest that (child's name) -r-^lit be 
hyperactive before the doctor iiac?- the_ diagnbsis? 
Yes No D^n't remember 



iSa. (IF YES) Who? 
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*i9. Did you proi^de 'iiif drtnatidti (i,e, test results, ohservation, anecdotes 

about 'd's behavior, samples of work) as part of the diagnostic pre ".ess? 
Yes No Don't remember 



*2D. Did you talk with the doctor about the details and meaning of (child's name) 
diagnosis? 

Yes No Don't rer*:^b€r 



2ba. (IF YES) Do you feel your tall; with the doctor enabled you to understand 
(child's name) condition? 

Yes No Do'a ' t remember 



2Db. (IF YES) Whixw, if anything, did you find out that was helpful and important 
for you to know? 



20c. (IP YES) What questions or concerns, if any, did you have that were not 

answered by the doctor when you talked with the doctor about the meaning of 
(child's name) diagnosis? 



*21. Did you talk with the parents about the details ana meaning of (child's name) 
diagnosis? 

Yes No : Don't remember 

21a. (IF YES) you fe-l ♦".his helped you to understand the child's condxtibn or 

his/her school situatiou": 

Yes ___ No Don't remember 

21b. (IF YES) What did you find out that was helpful and iiaportant for you to 

know? - 



2ic . (IF YES) W>-at questions or concerns^ if any^, did you have that were not 
answered by the parents? 



*22. Did you discuss the details ima meaning (child's name) condition with 
Cchild ' s name) ? 

Yes No Don't remenber — — — 



*23. Did you discuss the nature of (child 's name)- condition with the class? 
Yes No Dd^'t remember 
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(MEDICATION TlffiATMENT) 

24. When was the decision to placa the child on medication made? 
Month Year 



25. Did you recbimnend the use of medication? 
Yes No Don't reanember 



25a.. (IF YES) Was it a specific medication? Yes No 



2Sb, (IF yes; What was it? 



26. Whose decision was it to use medication treatment for (child's name)? 

(CHECK MORE THAN ONE RESPONSE IF THE DECISION IS SEEN AS A JOINT DECISION.) 

teacher 

doctor — — ^— 
pariant 

other (please specify) 

other school personnel (specify) _2 

*27. Did you tell the others in the s-'^hool systOT '-child *s name) was being 

treated with -medication? 

Yes No ■ Don't remember 



27a. (IF YES) Who? 

school psychologist 

principal 

physical education teacher 

tausic or reading teacher 

school social worker . . 

reading taacher 

other (please sp*»c±fy) — 

28, Did you record in (child's dame) cumulative record thJit he/she was being 
treated with medication? 

Yes No *jdh't reme ib« c 



29. Were any other meaua d£ dealing with (chiild's name) tried before medics ticn 
was begun? 

Yes -^o Don remer ar 



29a. (IF YES) What were they? 

behav^p-^ mbdif icatidn 
speciaJ. diet 

changes in classroom situation 
psychiatric treatm' :ut 
counselling 

other (please specify) 
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30. Has chere been any change in the medication treatment of (child name) 
since treatment began? 

Yes No Ddri^t remember - 



3Da. (IF YZS) What change was there? 
dosage 

type of medication 

time at which medication vas given 

other (please specify) 



*31. Do ycu give (chlld^s name) pill to him/her each t-'-i^ie he/r"- cakes it at 
school? 

Yes No 



3ia. (If NO) Do you kiow who sees to it that (child's name) takes his/her 
medication at school? 

Yes (specify) — — No - 
32. Where is ^he medicine snored at schv. l"" 



*33, Did you talk to (child's name) bout wnat h:.s/he-^' medication is supposed 
to do for hdLm/her? 

Yes No Don't remember 



*34, Did you adju-^t the dosage or the tim^s when Cchild's name) *:ak^s his/her 
medic.^cion because of riis /her performance in school? 
Yes No ^on't xensember 
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35. In addicldn to ^ledication* have any other changes In (cfiild's name) Sona 
i±fe or dciiool life been made of other txaa&encs aaed to heip (chiid's 
name) ? 

?e3 No Don't know 



35a. (IJ YZS) What approaches cave been or are now being used? (SOTZ: YQ^ 

^[^RE^ THE LIST OF A??RGAeHES. TEOSE l^I^ION^ 3Y RSSPaNDEIT ^203 

FOR THOSE l^niQN^i eOttECT THE ijJDITIOllAL TNTOSMAIION.) 

••Was ic your idea When did it 

to cry this Begin - End 



(Check if approach for Dates 

y^-n tioned) (child ' s name) ? From To 



Counselling 

Megavirjmin 
txeat:3i' 

Sgaecial diet 

Changes in jcnT 
vay ot r-:^cc:' j;g 
to chil.-^-. 



Psychiacric 
treaczxenc 

Special 
educacioti 

Changes in home 
Lif e- 

dtanges ijx cXass^ 
room proceduras 

Cotinspl I1ng f or 
parent.3 

a^haviof aodi-- 
ficaclon 

Other (spec±fy5 
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CATTITUDLSAL CONTEXT) 

36, Has (child's name ) been treated unfairly by anyone because of his/her 
diagnosis or treat:iiaht? 

Yer* No Don't Know 

36a. (IF YES) ^ho? 

parents school persbhhel 

teachers other children 

doctors relatives 

other (spc'.xfy) 



37. think Cchiid ' s name) might have a better chance for success in 
scixDoi if his/her teachers and other school personnel did not know about 
his/her diagnoses and treatment? 

- No - Don't Know 

School Personnel ndt informed. 

38. Has the fact that Cchi.ld's name) Has b<=cn diagnosed as a ^'hyperactive 
child" seemed to make some people around him/her blind to (child's name) 
other qualities? 

Yes No Don * z Kuow 

38a. CIF YES) Who tends to be this way? - 



35, Do you think Cchi.ld's name) might be happier at school if others did not 
know of his/her diagnosis and treatment? 

Yes No Don't ;Kno;^ 

Others not informed 



•40. Do you think Icchild's name) bi^nefits at school becau.»s school personnel 
know or his/her diagnosis and treati;ent? 

Ves No Don't Know 

Others not infomed 

C?syaibLOGicAL a>;d social supp ;rt) 

41, Have you attemptc-id to provide i^chila's name) parents with support and 
reassur-arc-^ about uheir Ciiild? 

Yes No i^on't Remember 
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42 • Has (chi^:d^s ix-one) beeu teased or made fun of at school because he/she 
is caking medication? 

Yes No Don't remember 



*42a. (IF YES) What was your response to this' 



. Do any adults give (child's naiL.) a "hard rime" because he/sh::i is taking 
medication? 

Ye9 ^— — No Don ' t Know 

43d. CF YES) ^liat^ it anything, ^id yen do about this? 



5 4. Dd3S (child's nane) have personal doubts or bad feelings that stem from 
th^. use cv ' 'icxon? 
Yes Don't. Know 

*44a. (IF YES, ^ yo^heiped (c>.i:ld's name) to deal with these doubts and 
fee:?:r:nc-i: : c stemmed from the use of medication? 
Yes - - No Don't Know 



*The^c items parallel "o role items dh pages A-67 t!iru A-102. 
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EVZ^r'S, P^r-CHSS ::ro role behavior: Teachers 



Tne :irst thing I'd like to do Is get some background information about (child 
n^a) troatment for hyperactivity. i am go.ng to ask ybu_soffle questions .Your 
annswe=^ to these questions will give us a p cture of (child's name) treatment. 



(MONITORING) 

*i. Do : ou provide the_ physician with intormation to help him ev- .-jate the 
treatDient for (child's name)? 
Yes _ No / Don't remember ^ 

Do you provide the physician with information to help hii determine if 
the medication has side effects for Jchild's name)? 
Yeg No Don't remember 

Do you provide the physician with information which helps him maintain a 
dosage level for (child's name)? 
Yes ; No Don't remember 

*A Have you obtained information Horn other sources about change^ in (child's 
naie) behavior after medication began (such as school ofriciais, scout 
leaders, relatives » etc)? 
Yes No Don't remem'c -.r 

5. How often do you have a ieeting with _ (chi-d name) parents to discuss how 
■ things are going with (chi3d's name)? 



*2. 



*3. 



*8 



*9. 



never ^^.^^ 

once a year 

wbuple times a year 

once a month ______ 

more than dnce a month 

other (specify) _ _ _ .- " 

when I think it is necessary - 
when the parent requests it 

In tha past year how many meetings have you had with (child's name) parent(s) 
tc- discuss how things are going? 

Qa the average how often do you meet with the parents of the children Jn 
your class during tha year? ^^^^ 

Have you stopped the administration of medication on a trial basis to s-: 

if (child's name) stiii needs it? 

Yes No — Don't remember 

Have you suggested medr-.cation be stopped on a trial basis to =e« if (chcJd'r 

itiime) stiii needs it? ' _ . : 

Yes No Don't xar^cimhc- — 
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9a; (IF YES) To whota did you suggest this? 

parents 

physician ^ 

school specialist 

chiid 

other (specify) 



10. Do you provide periodic reports to the doctor about changes in (child's 
name) behavior in clciss? 

Yes No Don't femembar 



iOa- (U YES) Is this requested or voluat?.ered? 

requested : ; Some "^equested^ sdue volonteared 

volunteered 



i8b . (i? YES) Wiiat type of information have you provided the doctor? 

verbal descriptions of child ^2 work _____ 

sairoles of school work 

test resultrs 

written responses to specific questions sent ^.:y physician 

other (specify) ^ 

11. Have you requested that medication for (child's name) be discontinued? 
Y~^-s No Don't raiaember — - 



(PSYCHeLeGieAt AND SOeiAL SOTfbRf) 

13, Have you attempted to provide (chi li ' 3 iviiue) parents with ..pport atid 
reassurance abci.: : heir child? 
Yes \ir^ Don't remember 



i'i. Has (chili's ■■s^.'^y been teased or madia fun of because ohe lo raking 
medication? 

Yes No - -- -- Don ' t know - -- -- _ 



20. Have you found caat (child's name) is being teased at home? 
Yies No - Ddn't know - 



20a. (IF YES) Did you do anything about it? 

Yes No Don't remember 



2Qb. (IF YBS) What have you done? 



Have ydu found that (child's name) is being teased at school? 
Yes No Don ' t know 



21a. (IF YES) Did you do anything about it? 

Yes No Don't ranember 



21b, (LF YES) W>iat hav«? you done? 



22. Do any adults give (child's name) a hard tlma because he/she is t£.-:ing 
medication? 

Yes No Don ' t know 



22a. (IF YES) What, if anything, did you do about this? 



23. Does (child's name) seem to have personal doubts or bad .*«;,elinp'S ".hat seem 
stem from the use of medicatibh? 
Yes No Don't know 



23a. (IF YES) Have you helped (child's name) to deal with thes'^ doubts and 
fefriings that stemmed from the use of medication? 
Yes No Don't know 



EVE::TS, process and role BEMWIOR: Teachers 

Tlie first: thing I'd .1 '.ke r: ; ij xs to gee some background information about how 
(child ^3_nanie2_ ended J... ,_'::-.^c i^^^dication treatment for hyperactivity. I am going 
to ask ycu some questions, Your answers to these questions will give us a 
picture of what happened wheu (child's name) ended treatment. 

(TEHM^IAIION) 

i. Why was (child's name) medication stopped? 

child no longer needed medication 

medication doing tib good 

side effects were too great 

child didn't: like the idea of medication 

parent didn't like the idea of medication - 

doctor didn't like the idea of medication 

teacher didn't like the idea of medicauion 

dec ' t .<riow ; 

diher (specify) 



"^2. Did you suggest that the medication be ended? 
Yes - No - Don't Know 



2a. (IF YES) To whom? 

parent ^ other school personnel child 

doctor ot^^r (specify) 



3. . When did (child's name) stop taking the medicationl 
Monnh - Year Doti't knew - 



^4* Did yOu discu3s with (::hild's name) the possibility that medication might 
ixc:, lo. ger be needed? 

Ye^=; No Don't remember 

5. Vas P3»>aication for (chiii.d's name) started agair at any time af*:.?r being 
a toppt^d? 

- - . - No Dbt.'t remem')er 

*5a. (IF YES) Did you recommend to (child Mr. e"* parents that m.idication hn: 
res'amed? 

1[ es Nc - -- ^ Don'w remeribe:* - - - 

*5b» (tx ^ES) Did you recommend (child ^£ nam*.) cv/itdr that medication be resumed? 
Ye:j Nc Don't rcmem.ber 

*3c . (17 Y'£3) Did (child's name) requesr that medication be resumed? 
Ye'' No . Don t remember 
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6. bid (child's name) have any'fears or doubts about stopping the medication? 
Yes No Don * t ktlow 



*6a. (IF YZS) Do fbu know if anyone provided reassurance for (child's name) 
when he/she ended medication? 
Yes No Don ' t know 



6b. (i? YES) Who ? - : - - 

*7, Did you make any changes in (child's name) educational program or in your 
classrooms interaction with him/her^after (child's name) ended medication? 
Yes No Don't remember 



*8. Did 'ju advise (child's name) parents about ways of dealing with child after 
stop;:.ing medication? 

Yer, - No Don't remember 



(ATTI-'jINi^ CONTEXT) 

9. (child's name) been treated unfairly by anyone becaiise of his/her 

dlagcbsis or treatment? 

Yes No Don' t know 



9a. (IF YES) Who? 

parent^ school personnel 

teachers ^^^^^ other children — 

physiciar^ - relatives 

• other (specify) . 

ID. Do you think (child's name) might have had a better chance for .Success in 
school if teachers and other school personnel did not know about his/ 

her diagnosis and treatment? 

Yea No Don't know ___ 

School Personnel did not know - 

11. Did the fact that (child's name) was diagnosed as hyperactive make same 
people arounri him/her blind to (child 's name) other qualities? 
Yes No Don't know 



11a. (IP YES) Who tended to be this way? 



12, Do ycu think (child's name) might have been happier at school if others had 
not known of his/h'er diagnosis and treatment? 
Yeu No Don't know - - - 
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13. Do you think (child's name) benefited ac school because school 
persdtmal knew of his/her diagnosis and treatment? 
Yes No Don ' t know 



(?syeHdt06ieAL and sdeiAt suppdRT) 



*14, Did you attempt to provide (child's naWL,) parents with support 
and reassurance about their child? 
Yes No Don't remember 



15. Was (child's name) teased or made fun of because he/she was 
taking medication? 

Yes No ^ Don't know 



*i6, bid you find that (child's name) was being teased at home? 
Yes -^^^^ No ———— Don ' t remember 



*16a. (IF YES) Did you do anything about it? 
Yes No r^bri't know 



ifib, ill YES) What did you do? 



*±-7, Did" you find that Cchild's name) was being Ceased at school? 
Yes No Don*t know 



fl7a. ilT YES) Did ynu e uiything about it? 
Yes No Don ' c know 



ITb. (IF YES) WTiat did you do? 



18; Did any adults give (child's name) a "hard time" because he/she 
was taking medication? 
^ No Don't know 



^bct -f.f anything did you do about this? 



26; Bid (child's name) bjave *>ersonal doubts or bad feelings that 
seemed to stem from the use of medication? 
Yes — No Gdti't know - - - - 



20a, (IF YES> Have you helped (chili's name) to deal with these doubts 
and feelings that stemmed from th^ use of inedication? 
Yes No Don't l^ow 



:be Items paraMel to role items on pages A-78 thru A-102. 



How do you feel about Che fact Chat (child's riaas) received nedicatidh treatment? 



CREAD QUHStidil, THEN HAND RESPONDENT ANSWER SHEET AND RECORD A2ISTJER ON THIS 
PAGE.) 



I strongly believe that Che treatment of (child's name) with laedicatidtt 
was a good thing. 

t have same misgivings about the use of medicatibh but think it was 
a good thing for (child^s name). 

t'Jhile 1 see something in its favor, I don't think, it was a good thing 
for (child's name). 

i strongly believe that the treatment of (child's name) with medication 
was a bad thing. 

I have no bpiniou about (child's name) treatment with medication. 
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EVENTS Aim PROCESS: Child (Treated) 

AiSl: This section; is to_ find out if^ the child has participated actively in 
the process or being treated with stiniuiant medication. By active 
participation is meant whether the child influenced the process by 
which he was diagnosed or prescribed ^ or altered the course of Che 
treatment • 

1* How did yb'u start taking medicine? Whose idea was 'it? 
^^^^ Mother, father, or parents 

Teacher or other school personnel 

Physician 

Self 

Other members of the faniily ■ 
____ Don ' t kncDw 
— — -— Other 

Critical incident (DESCRIBE) 



2. Wltl^ QUESTION: Did you ask your teacher or your parents or foxix aoctor 
any questions about being given your pills or medicine? 
Yes 

- No 

PROBE: (Use this only if child CANNOT respond to question.) Before you began 
taking your pills or medication did you talk to anyone about taking them? 
Yes 

—-— No 

2a. (IF YES) Who did you talk to? 

doctor 

teacher 

parent 

other 



2b. (IF YES) What did you talk about? 
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3. Did you ever talk to your teacher or parents or doctor about changing 
anything aB out your medicine or piiis — what ybti are takings wnen you 
take it or how many you take? 

Yes 

No 

3a. (IF YES): Who did you talk to? 

doctor 

teacher 

^^^^^^ parents 
other 

3b. What did you say? (NOTE: BE SURE TO CLARIFY WHAT WAS SAID TO WHOM.) 



4. Did you ever talk to your teacher or parents or doctor about stopping the 
medicine or pills? 

- - Yes 
No 



4a • (IF YES) : Who did you talk to? 
doctor 
teacher 

. parents 

other 

4b. What did you say? 
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ASSESSlffiNT 



o 

ERIC 



A^59 



i woaid now like Co ask you a couple of questions about (child's riama) cdriditioh 
arid your view of his/her treacment. _We wbuid like to. get your own feelings 
about this which night be different from how the teacher or doctor feels. 



1. How serious was (child's name} grbblein before medication treatinent 
began? Please.take this (HAND THEM THEIR SEPARATE COPY OF THE 
CONTISnjUM FOR "RATING OF PROBLEJf") aSd put a check anyr^here on the 
line where it wiii best show how you rate (child's name) problem. 



Nomai Borderline Mild Moderate 
No Problem Problem Problem Problem 



Consider- 

_able 

Problem 



Severe 
Problem 



Altndst 
Intolerable 
to Live With 



2i How much has Cch±id's name) condition changed since medication treatment 
began? Please take this CHAND THEM THEIR SEPARATE COPY OF THE CONTINUUM 
FOR "CHANGE IN CONDITION"), and put a check anywhere on the line where it 
best shows how you rate (child's name) change in condition from the 
beginning of treatment to the present time. 



— 1 














_ _ _ 1 

Very Much. 
Improved 


Much. 
Improved 


1 

Slightly 
Improved 


1 !■ 

Condition 
the Same: 
Not Better- 
Not Worse 


Slightly 
Worse 


1 

Much 
Worse 


1 - 

Very Much 
Worse 
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Sbmetimes people have unpleasant reactions to medicine, sometimes called 
side effects. For exa^ie, antihistimines may make some people sleepy; Do 
yoa understand what I mean by side effects? (IF NO, EXEMPLIFY AGAIN^, E^G. 
ASPIRIN, miLE TAKING CARE OF YOUR HEADACHE, MAY HAVE THE SIDE EFFECT OF 
UPSETTING YOUR ST0M4CH.) 



3. Has (child* s name) had any side effects from his/her medication? 

Yes No 



3a. (IF YES) What were ;:hey? 

3b. (IF YES5__ Please take this (a^ THm THEIR SEPARATE CONTmJUM FOR "SIDE 
EIT^GTS") and put a check anywhere on the line where it best shows how 
troublesome side effects in generai were when they occurred. 



f \- i 1 • 

Barely Q^ite Pronounced Severe Severe. 

Noticeable Mild Requiring 

Discontinu- 
ation of 

]^dication 
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£ would now like to ask you a couple of questions about (child's nana) conditio; 
and your view of his/her treatment- We wbuld like co get your dwtv feelings 
about this which might be different froa how the teacher or doctor feels. 

:Es£i:nnte of Problem Before Tra^^taepj- 

1. ean you estimate for me how serious (child's Same) problem was before 
treatment began? Yes No (ACCEPT A NOD OR GESTURE AS YES) 

IF YES: Please take this (liA^ID THm THE CONTINUUM FOR '^ESTE_IATE OF 
PROBLEM") and put a check which shows how you rate (chxld s 
name) problem. 



Normal Borderline Mild Moderate Consider- Severe Among the 

No Problem Problem Problem Problem able Problem 

. Problem Problems I 

Have Seen 
My Patient 



2. How much, has Ccftiid's nazie) condition changed since medication treacnent 
began?. Please tak_a this CKAND THSS THEIR SEPARATE COPY OF THE CONTIilUUM 
FOR ''CHANGE 13 CONDITION") and put a check anywhere on the line where it 
best shows how you rate (child's name) change in condition from the 
beginning of treatment to the present time. 



j i L 

1 



tery iiachL Much Slightly Condition Slightly Miich Very Much 

improved Improved improved the Same: Worse Worse Horse , 

Not Better- 
Not Worse 
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3. Has (child's name) had any side effects from his/her medicatioti? 

Yes No 

3a. (IF YES) What were they? — — 



3b. (IF YES5__ Please take this (RftNII THEa THEIR SEPARATE CONTINUDM FQR "SIDE 
EFFECTS") and ptat a check anywhere on the line where it best shows how 
trbublesbme side effects in general were when they occurred^ 



Barely 
Noticeable 



Quite 

atid 



Pronounced Severe 



Severe 
Requiring 
Discontinu- 
ation of 
dedication 
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I wouid now like to asfc you a couple of questions about (child's nana) condition; 
aiid your viec? of his/her treatment i We wotxld like to get ybur owu feelinis 
about this which might be different from how the parent or doctor feels. 



1, How serious was (child's name) problem before medication treatziefit 
began? Please . take this (HAND THZtl THEIR SEPARATE COPY OF THE 
CQirTErtJUS FOR "R^HTG OF PROBLEJI") and put a check anywhere on the 
line where it will best show how lyou rate (child's name) problem. 



' ^- r— ~ I -- - ' ' I Z ' Among the 

Normal Borderline Mild Moderate Consider- Severe Most Serlou 

No Problem Problem Problem Problem able Problem Problems 1 

Problem S^^^ ^ 



My Students 



2. How much, has (child ^s name) condition changed since me_dicatidn treatment 
besan?_ Please take this CHANS T^l THEIR SEPARATE COPY OF THE CONTINUUM 
FOR "CHAiiGE, IN CONDITION") and put a check anywhere on the line where it 
best shows how you rate (child's name) change in condition from the 
beg inni ng of treatment to the present time^ 



1 1 I 1 1 ' 1 _ . - 

Very ifuch. Much. Slightly Condition Siightiy ifuch Very Much. 

Improved Improved Improved the Same: tforse Worse Worse 

Not Better- 
Not Worse 
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Sbtsetlxaes people have unpleasant, reactions to medicine^ s otne times callad 
side effects. For example, antihlstiaihes may make some people sleepy^ .Do 
you tmderstand wlxaC I mean by side effects? (IF SQ, E^SPLIFY AGAIN, E.G. 

ASPisiii, m&E TAKEie care of yous sadache, may have the SISE EFFSet Qt 

UPSETTETG YOUR STOMACH.) 



3. Has (child's name) had any side effects from his/her medication? 

Yes . No - 



3a. (IF YES5 What were they? 

3b. (IF YES) Fleasa take this (HAND THSI THETS SEPARATE CdNTSmUJl FOR "SIDE 
EFFECTS'*) and put a check anywhere on the line where it best shows how 
trbublesbme side effects in general were when they occurred. 



Bareiy Quite Pronoxinced Severe Severe 

Noticeable Mild Raqxiiring 

Discontinue 
_ atibn of 
Medication 
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ASSESSMZaT: Ghiid (treat^) 

Somecimes madxcinsis help and someclmas chey do not. Has your medicine 
helped you? 

-- Don ' t know 

Yes^ very much 

Yes , some 

No 

2. When a person is taking medicine or pills is work harder or easier in 
schbbl? 

- Harder 

Easier 

— About the same 
—— — Don ' t know 



3, When a person is taking medicine or pills is it easier or harder to be 
xrtth friends? 

Easier 

... About the same 
___ Harder 
Don ' t know 



4. What happens when you forget to take your medicine? 

I never forget 

Can't teii 

Get angry , mad , mean 
^^^^^^ ^^eel nervbtas 

- Activity problems - restless 

Problems at home 

PrbblMs with friends 

Problems with school work 

— S«t sick 

^^^^ Other: ^ 
Don' t know 



4a. (IF YES) : Can other people tail when you forgot to take the medicine? Who? 



No 






Yes 




slbs 


Yes 




parents 


Yes 




teacher 


Yes 




peers 


Yes 




other 


Don' 


t 


know 



5. Do fan chink ^ou would be beccer off If 70U could stop cakltig Che medicine 

how? _ _ (ASK FOR INITIATION AND MONITORING) 

Yes 

No 

bon'c know 
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6. Is there anything abbiit taicihg the medicine that ybu dbti't like? 
K6 

- Yes 

6a. (IF YES) ^<7hat is it? — 
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ROLE: Parent, Physician, Teacher A-58 

We now come to a more geiterai part of the interview; Before we were talking 
about (child's name) ; but now we will be talking gene ral about children 
who are being treated for hyperactivity. _The next questions, will deal_with 
your view of what isarents teachers ^ and dpctbrs shoiild or should hot do for 
hyperactive children and whose job it should be to do it, I would like to 
find out what you think should happen^ rather than what actually happened; 

1. Do you believe that parents, doctors^ teachers^ and others should be 

respphsible for finding but if a child might have behavior or learning 
problems? 



Usually should Usually should not 



A. (IF SHOULD) Whose job do you think it should be to find out if a child 
has a behavior or learning problem? (CHECK AS MANY AS THEY MENTION,) 

1) M.D. 

2) Parent 

3) Teacher _- 

4) Other (specify) — 



B. (IF YOU CHECKED MOHE THAN ONE IN "A" ABOVE:) Are they (PEOPLE (^CSED 
equally responsible or does one harve the main responsibility? 



Each person mentioned has equal responsibility. 
The person with the major responsibility is 



C. (IF ANY OF THE FOLtOWBTG TIffiEE PEKSONS HAS BEEN ^TIONED, JUST CHECK 
THAT IT WAS ^*ALiffiADY ^TIGNED.") 

1) Should the teacher also do this? * 

Teacher already mentioned above 



Should Should not OK but nc3t required 

2) Should the doctor also do this? 

Doctor already mentioned above 

Should Should not OK but not required 

35 Should the parent also do this? 

Parent already mentioned above _ _ _ 
Should ^^^^ Should not OK but not reqiiired 



* (NO^: IF, m THIS SET OF QUESTIONS , RESPONDENT IS UNCLEAR_ ABOUT WHAT ''THIS" 
MEANS, USE THE LANGUAGE IN_PART A STEM._ FOR_EX^IPLE ^ ll WOULD READ^ "SHOULD 
THE TEACHER FIiro_pyT_IF_A_ CHIIJ^ A BEHAVIOR OR LEARNING PROBLEM?'' 

DO THIS WHEN NECESSARY FOR ALL 35 ROLE ITQiS.) 

1 
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bo yoti believe that medical help should be sought for a child who seeins 
to be hyperactive? 

Usually should Usually shbuid not 



(IF SHdUtD) Who should seek the medical help? 

1) M.D. —— 

2) Parent 

3) Teacher _ 

5) Other (specify) 



(IF feu e^i^^ MORE ONE IN '*A" ABOVE:) Are they (PEOPLE CHECKED 

ABOVE) equally responsible or does one have the main responsibility? 

Each person mentioned has equal responsibility. 

The person with the major responsibility is _^ 



(IF ASY of T^ FOIiLbWETS T^tEE PERSONS HAS BEEN MENTIONED, JUST CHECK 
THAT IT WAS '^ALREADr MENTIONED.") 

1) Should the t eacher also do this? 



_ _ Teacher already inentibned above 

Shb xild Shbuid not OK but not required 

2) Shbuid the doctor also do this? 

Doctor already mEntioned above ^^^^ 
Should ^^.^ Should not ^^^^ OK but not required 

3) Should the parent also do this? 

Parent already mehtibned above 

Shbuid Shbuid not OK biit not required 



A-70 

Iti additioQ to the child's own doctor, should another doctor — a 
specialist--be consulted? 

Usually should — Usually should not -- : - - 

(IF SHOUii) Who should request the consultation? 

1) M.D. 

2) Parent 

3) Teacher 

4) Other (specify) . - - 



(IF YOU CHECKED MORE THAN ONE IN "A" ABOVE: ) Are they (PEOPtE C^C^ 
ABOVE) equally responsible or does one have the main responsibility? 

Each persdti mentioned has equal responsibility. 

The person with major responsibility is 



(IF ANY OF TIE FOiidWING THREE PERSONS HAS BEEN iffiNttONED, jtJSt CHECK 
THAT IS WAS "ALREADY MENTIONED-'*) 

1) Should the teacher also do this? 

Teacher already mentioned above 
Should Should riot ^ OK but riot required ^ 

2) Should the doctor also do this? 

Doctor already meri.tidned_above _ 

Should Should not ^ OK but not required 



3) Should the parent also do this? 

Parent already mentioned above 
Should Should riot - OK but tict required 
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Should Infdrtnation about the child's school performance be a part 
of diagnosing hyperactivity? 

Usually should Usually should not — 



A. (IF SHOULD) Who should see to it that this information is at hand when 
the diagnosis is made? 

1) M.D. ^^^^ 

2) Teacher 

3) Parent _ _ 

4) Other (specify) — 



B. (IF YOU GEEISSD MORE THAN ONE iNj'A'' ABOVE;) Are they (PEOPLE CHECKED 
ABOVE) equally responsible or does one have the main responsibility? 



Each person mentioned has equal responsibility . 
The person with major responsibility is ^^^^ 



(IF ANY OF T^ FOtLiStrENG THREE PERSONS HAS BEEN MENTIONED^ JUST CHECK 
THAT IS WAS '*M^^ADY MENTIONED.**) 

1) Should the teacher also do this? 

Teacher already, mentioned above 



Should Should not -- OK but not required 

2) Should the doctor also dbftis? 

Doctor already mentioned above 



Should Should not OK But not required 

3) Should the parent also do this? 

Parent already mentioned above 



Should Should not OK but not required 
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5, Shoaid the parents understand the details and tiieaaing of the medical 
diagnosis of their child? 



Usually should Usuaiiy should not 

ki (IF SHOULD) Who should be responsible for the parents V understanding of 
the dia^osis? 

1) M*D, 

2) Pariatit 

3) Teacher ^^^^^ 

4) Other (specify) — - - — — 

B. (IF YOU CHECKED MORE THAN ONE IN *'A'* ABOVE:) Are they (PEOPLE e^ffiCKED 
ABOVE) equally responsible or does one have the main responsibility? 

Each person has equal responsibility. 

The person with the laajor responsibility is ~ ' 

(IF ANY OF THE FOLLOWING THREE PERSONS HAS BEEN MENTIONED, JUST CEECK 
THAT IT WAS "ALREifflY MENTIONED.") 

_' , ■ ~ ^ 

1) Should the teacher also do this? 

Teacher already mentioned above 

Should ^— — Should not OK but not required 



2) Should the < idctdf also do this? 

Doctor already mentioned above 
Should Should not OK but not required 



3) Should the parent also do this? 

Parent already mentioned above 

Should Should not ^—^^ OK but not required 
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6. Should the teacher understand the details and meaning of the tziedlcal 
dlaghbsis of her student? 

Usually should Usually should not 

Ai (IF SHOULD) Who should be responsible for the teacher's under standing 
of the diagndsis? 

1) M,D. 

2) Parent 

3 ) Teacher 

4) Other (specify) 



B. (IF JOU CHECKED MORE THAN ONE IN "A" ABOVE:) Are they (PEOPLE CHECKED 
ABOVE) equally responsible or does one have the main responsibility? 

Each person has equal responsibility. • 

The person with the major responsibility is 



e. (IF ANY OF THE FOLLOWING THREE PERSONS HAS BEEN JffiNTiONED, JUST ClffiCK 
THAT IT WAS "ALREADY MENTIONED.") 

1) Should the teacher also do this? 

Teacher already mentioned above 
Should Should not ____ OK but not required 

2) Should the doctor also do this? 

^<^<^tdr already mentioned above 
Should ^^^^^ Should not OK but not required — 

3) Should the ^reh^ also do this? 

Parent already mentioned above ____ 
Should Shottld not CfK but not required _ 



A-74 



7; Should the child aaderstand the details and meaning of the medical 
diagnosis of his/her condition? 

Usually should - Usually should not 

A. (if SHOULD) Who should be responsible for the, child's understanding of 
his/her diagnosis? 

1) M.D. 

2) Parent - 

3) Teacher ^^^^ 

4) Other (specify) ^^^^^^^^^^^.^^^^^^^^^^^^i.;,^^^^^^^^^^ 

B. (IF YOU CMC^'b MORE THAN ONE IN "A^^ ABOVE: ) Are they (PEOPLE CHECKED 
ABOVE) equally responsible or does one have the main responsibility? 



Each person has equal responsibility. ^^^^^^ 
The person v/ith the major responsibility is - 

e. (IF ^ OF TSE Fi3ti6WIN6 T^E PERSONS HAS BEEN MENTIONED, JUST CHECK 
THAT IT WAS "ALREADY iffiOTlQSTED.*') 

1) Should the 4:eachjer also do this? 

Teacher already mentioned above 
Should Should not —^^-^ OK but not required ^ 



2) Should the doctor also do this? 

Doctor already mentibhed above . 
Should Should not OK but not required 



3) Should the parent also do this? 

Parent already inentioned above ^^^^^^ 
Should ^ Should not ^^^^^ OK but not required 
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8. Shouid tests or other diagnostic procedures be conducted in order to 
evaluate the chtid's condition? 

Usually should Usually should not - 

Ai (iF SHiSUtD) t?hbse job should it be to conduct the tests and other 
diagnostic procedures? 

1) M.D. 

2) Parent 

3) Teacher _ 

4) Other (specify) 

(IF YiDtJ GHEemS MORE^ THAN ONE IN "A" ABOVE: 5 Are they (PEOPLE CHECKED 
ABOVE) equatiy responsible or does one have the oiain responsibility? 



Each person has equal responsibility - 

The person with the major responsibility is * 

e. (IF ANY OF Tm FGttOWING TiSEE PERSONS HAS BEEN MENTIONED, JUST CHECK 
THAT IT WAS ALRE^Y MENTIONED. 

1) Should the teacher also do this? 

Teacher already nientidned above . 
Should Should riot ^^^^^ OK but not required 

2) Should the doctor also do this? 

Doctor ' already tnehtioned above _ 
Should Should not OK but hot required — 

3) Should the par e nt also do this? 

Parent already mentioned above _ 
Should Should riot ' OK but not required _ 
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Should the diagnosis of hyperact±v±ty for a child be told to school 
perscmnel who will come ia contact with the child? 

Usually should Dsually shduid tiot 



A. (IF SHOULD) Whose job should it be to teii school persotmei? 

1) H.D. 

25 Parent 

3) teacher _ . 

4) Other (specify) . 



B. (IF YOU CHECKED MORE THAN ONE IN "A" ABOVE:) Are they (PEOPLE CHECKED 
ABOVE) equally responsible or does *^6ne have the main responsibility? 



Each person has equal responsibility. ^..^^^ 

The person with the major responsibility is • 

C. iIF_ANY OF Tii_ FOlioWING T^EE PERSONS HAS ^EN IffiNTimiED^ JUST Cm^ 
THAT IT WAS "ALREADY KENTIDNEDJ') 

1) Should the teacher also do this? 

Teacher already mentibned above -- 
Should - - - Should hot - - — OK but not required - 

2) Should the doctor also do this? 

' Doctor already mentibned above 
Should Should hot ____ CK but hot required 

3) Should the p a rent also do this? 

Parent already mehtibhed above 
Should Shduid not ____ OK but hot required 
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id. Should the diagnosis of hyperactivity and the use of medicatibh be A- 7 7 
put into official school records? 

Usxially shbuid - - - - - Usually should no t — 



A* (IF SHOULD) Who should see to it that the diagnosis of hyper- 
activity and use of medication for a child is put in school 
records? 



1) M.S. 

2) Parent ^^^^ 

3) Teacher ..^.^^^^ 

4) Other (specify) — 

B. (IF YOU ema^ more than Oim W "a" above:) Are they (people CHECKED 
ABOVE) equally responsible or does one have the main responsibility? 

Each person has equal responsibility. 

The person with the major responsibility is 



e- (IF ANY OF THE FGELOWTNG TSSEE PERSONS HAS BEEN MENTIONED ^ JUST CHECK 
THiT IT WAS "iSJffiADY ^ENTIONED.") 

i) Should the te ach e r also do this? 

Teacher already mehtibhed above 
Should ' Shbuid not OK but not required : 



2) Should the doctor also do this? 

Doctor already mehtiohed above - 
Should Shbuid not OK but hbt required 

3) Should the parent also do this? 

Parent already mentibhed abbve 
Should — — -— - Should not OK but nbt required 
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11. Should the diagnosis of a child as hyperactive be told to other, school' 
chJJ.dren in the class? 

Usually should ^ Usually should not 



A, (IF SHOULD) Who should tell the other school children? 
15 M.S. 

2) Parent " 

3) Teacher - 

4) Other (specify) • 



B. (IF TQU eHl(^ED MOEE THAN ONI IN "A" ABOVE:) Are they (PEOPLE CHEWED 
ABOVE) equally responsible or does one have the main respcsnsibility? 

Each person has equal respbnsibiiicy . . 

The person with the major responsibility is 



C. (IF ANY OF THE POIiGWING TSffiE PERSONS HAS ffiEN MENTIC3NED^ JUST CHECK 
THAT IT WAS "ALREADY ^ENTIbNED.") 

1) Should the ^teacher also do this? 

Teacher already mentioned above 
Should Should not OK but iSot required 

2) Should the doctor also do this? 

Doctor already mentioned above — _ 
Should Should not ^^^^..^ OK but not required 

3) Should the parent also do this? 
Parent already mentioned above 

^^^^ -.^i..,.^^ Should not OK but not required 



(READ TO SUBJECT) I would ;3ust like you to know that we are about half 
way through. 
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hli. Should Informatioh abbtxt a chjLld's behavior at hbtzie be a part of 
diagnosing hyperactivity? 



Usually should 



Usually should uot^ 



(IF SHOUtS) Who should see to it that ihformatibti is at hand 
when the diagnosis is made? 



1) M.D* 

2) Parent 

3) Teacher 

4) Other (specif) 



(IF YOU^CHECKCTJIORE THAN 0^ IN ABOVE:) Are they (PEOPLE CHECKED 
ABOVE) eqtially responsible or does one have the diain responsibility? 

Each person has equal responsibility. 



The person with the major responsibility is 



(IF ANY _OF_THE_ FOLLOWING THREE PERSONS HAS mm MHQIED, JUST CHECK 
THAT IT WAS "ALREADY MENTIONES,") 



1) Shcjuld the 



also do this? 



Teacher already mehtibhed above 
Should _ Should not 

2) Should the doctor also do this? 

Doctor already mehtibhed above 



Should 



3) Should the 



Should not 
also do this? 



_ Parent already mentioned above 
Should Should not 



^ but not required 



OK but not required 



OK but not required 
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13. Shpuid flOTnetme other than the doctor suggest to the doctor a possible 
diagnosis of hyperactivity for a chiid? 

Usually shoul d Usuaiiy should uot 



k. (IF SHOULD) Who should suggest this? 



15 Parent 
2) Teacher 
35 Other 



B. (IF^qU CHECKED MORE THAN ONE IN "A" ABOVE:) Are they (PEOPLE CTEO 
ABOVE) equally responsihle or does one have the main responsibility? 

Each person has equal respons ±fa tlity . 

The person with the major responsibility is . 



G. (IF ANT OF THE FOLLOWING TWO PERSONS HAS BEEN HENTIONED, JUST GHECK 
THAT IT WAS "ALREADY HENTIONSD.") 

1) Should the teacher also do this? 

Teacher already mentioned abov e 
Shoui d^_ Should not OK but not required 

2) Should the parent also do this? 

Parent already toentibhed abov e 
Shoxild Should not - _ OK but not require d 
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Should the use_b£ medlcatlbti recbnmietided for a child who Is diagnosed 
as hyperactive? 



Usually shoul d Usuaiiy should ^nt— 



A* Ql7 SHOULD) Who should make this recbinmendatibn? 



1) M.D. 

25 Parent 

3) teacher 

4) Other (specify) 



B. (IF YOU CHEGKEB MORE THM ONE IN "A" ABOVE:) Are they (PEOPLE CHECKED 
ABOVE) equally responsible or does one have the main f espbnsibilicy? 

Each person has equal respbhsihility . . 



The person with the major responsibility is 



C. iIF_ANY OF THE FOLLOITING THREE PERSONS HAS mm MENTIONED, JUST CHECK 
THAT IT WAS "ALREADY iffiNTIONED.") 

1) Should the teacher also db this? 

Teacher already mentioned above — - 
Should Should not ^^^-^^ OK but not required 



2) Should the ^i&iz^ also do this? 

Doctor already mentioned above ^— — — ^ 
Should ^ Should not ^^^^ OK but nbt required 

3) Should the plrrent aisb .db this? 

Parent already mentioned above ^^.^^^ 
Should _____ Should not — - OK but not required 
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15 • miBxi the hyperactive cMld is being treated with taedicatiotx,. shooid the 
use o_f medicatiott be explained to other members of the household old 
enough to understand? 

Usually shoul d _ . Usually should rio t 



k. itF SHOULD) Who should make this explanation? 

1) M.D, ^ ; 

2) Parent 

3) Teacher -— — — - 

4) Other (specify) ' - 



B. (IF YOU effiS^ MORE TE^ ONE IN "A" ABOVE:) Are they (PEOPLE CHECKED 
ABOVE) equally responsible or does one have the main responsibility? 

Each person has equal responsibility. ^^^^^ 

The person with the major responsibility is 



0- (IF ANT OF THE FOLLOWING THREE PERSONS HAS BEEN MENTIONED^ JUST CHECK 
THAT IT WAS "ALREADY MENTIONED.") 

1) Should the teacher also do this? 

Teacher already mentidhed above 

Should ■ Should hot J OK but not required 

2) Should the doctor also do this? 



Doctor already mentioned above 
Should Should not — OK but not requdLred 

3) Should the parent also do this? 

Parent already mentioned above 

Should — — — — Should not OK but hot required 
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Shooid the teaciter of a hjrperactive ch±id b^iiiig treated with medication 
have an explanation of that medication? 

Usually should Usually should not 

A, (IF SHOULD) Who should be responsible for the teacher's 
understanding of the medication? 

M.S. - 

Parent 

Teacher - . . , 

Other (specify) 



B, (IF YOU CHECKED MORE THAN ONE IN "A" ABOVE:) Are they (PEOPLE CHECKED 
ABOVE) equally responsible or does one have the main responsibility? 

Each person has equal responsibility. 



'The person with the major responsibility is 



C. (IF AN? OF THE FOLL0WIN6 THR^ PERSONS HAS ^EN iiSITIQSIED, ;JUST Cffi^ 
^AT IT WAS "^iffiADY M^TTIONED,") 

1) Should the tocher also do this? 

Teacher already mentioned above 

Should Should not €K but not required — 

2) Should the doctor also do this? 

Doctor already mentioned above 
Should Should not ' OK but not required 

3) Should the parent also do this? 

Parent already mentioned above ^— — ^— 
Should .^.^^^ Should not ^^^.^^ OK but not required 
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17. Should students in the class of a hjrperactive child being treated 
with ixt<^dicatibh have an explanation of the nxedicatibh treatment? 

Usually shnai d Usually should not 



A. (IF SHOULD) Who should explain it to them? 



15 M.D. 

2) Parent _ 

3) Teacher . . , 

4) Other (specify) " — 

3. (IF YOU CHECKED MORE THAN ONE IN "A" ABOVE: 5 Are they (PEOPLE Cnil^D 
ABOVE) equally respoastble or does oae have the maxa respoasibility? 

Each person has equal responsibility. 

The person with the major responsibility is . 



C- (IF ANY OF THE FOLLOWING THREE PERSONS HAS BEEN MENTIONED ^ JUST CHECK 
THAT IT WAS "ALREADY MENTIONES.") 

______ • 

1) Should ihe te a cher also do this? 

Teacher already mentibned above - - 
Should Should ^bt OK but hbt required 

2) Should the doctor also do this? 

Dbctbr already nientibned above - 

Should Should hoc OK but not required 

3) Should the parent also do this? 

Parent already mentioned abbve 

Should Should not - OK but not required - _- 
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18. Should a hyperactive cliiid being creacad with medicatibii have sm. 
explahatibh of that medication treatmeht? 

Ustxaiiy shoul d Usually should nog 



A. (IF SHOULD) Who should esqjlain it to him/her? 



1) M.D. 

25 Parent 

3) Teacher 

4) Other (specif) 



B. (IF YOU CHEC^ MORE THAN ONE IN "A" ABOVE:) Are they (PEOPEE G^^^ 
ABOVE) equally responsible or does one have the main responsibility? 

Each person has equal responsibility. _ 



The person with the major responsibility is 



ilF ANY OF THE FOLLOWING T^EE PERSONS HAS BEEN MENTIONED, JUST CHECK 
THAT IT WAS "ALREADY iffiKTIONED.") 

1) Should the t i aach er also do this? 

: Teacher already mentioned above 

. Should not OK but not required 

2) Should the doctor also do this? 

Doctor already mentioned above — 
Should not OK but not required 

3) Should the paren t also do this? 

Parent already mentioned above 

^o^l** . Should not OK But hot required 
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±9. Should a hyperactive chiid talcing medication be given each dose by 



A. (IF SHOULD) Who should g±ve the child each dose? 



1) Parent 

2) Teacher 

3) Other (specify) 



B, (IF YOU eiS^Sl MORE THAN ONE IN **A" ABOVE:) Are they (PEOPIS CHECKED 
ABOVE) equally responsible or does one have the main resplbnsibility? 

Each person has equal responsibility. 



The person with the major responsibility is _ 



e. (IF ANY OF THE FOLLOWING THREE PERSONS HAS BEEN MENTIOiTED, JUST CHECK 
THAT IT WAS "ALREADY MENTIONED.") 

1) Shbuid the teacher also do this? 



an adult? 



Usually shbuid 



Usually shbuid hbt 



Teacher already mentibned abbve 



Shbuid 



Shbuid hbt 



OK but hot required 



Shbuid the parent alsb db this? 



Parent already mehtibned above 



Shbuid Should not 



OK but not required 
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20. Shoaid reports about the child from home be used to adjust the 
medication and the times when the medication is taken? 

Usually should Usually should not 



ERIC 



A. (IF SHOULD) Who should see to it that this information is at 
hand when these adjustments are made? 

1) H.D. 

25 Parent ■ 

3) Teacher _____ 

4) Other (specify) ■ 



B. YOU CHECKZE) MORE THAN ONE IN "A" ABOVE:) Are they (PEOPLE CHECKED 

ABOVE) equally responsible or does one have the main responsibility? 

Each person has equal responsibility. 



The person with the major responsibility is 



(IF_ANY OF THE FOLLOWING TIffiEE PERSONS HAS ^EN MENTIONED ^ JUST CHECK 
THAT IT WAS "AIJlEAeY MENTIdNED.") 

1) Should the tea c her also do this? 

_ _ Teacher already mentioned above 

Should Should not - OK but riot required 

2) Should the doctor also do this? 

_ _ _ Doctor already mentioned above 

Stio^l^ Should not OK but not required 

3) Should the parent also do this? 

Parent already mentioned above ^— — ^ 
. Should not ^^^^^ OK but cot required 
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Shoaid information about the child from the school be used to adjust 
the medication and the times when the medication is taken? 



Usually should 



Usually should not 



A, (if SHdUtD) Who should see to it that this information is at 
hand when these adjustments are made? 

1) M.D^ 

2) Parent 

3) Teacher __ 

4) Other (specify) 



B. (IF YOU CHECKED MORE THAN ONE IN "A" ABOVE:) Are they (PEOPLE CHECKED 
ABOVE) equally responsible or does one have the main responsibility? 

Each person has equal responsibility. 

The person with the major responsibility is " 



(IF ANT OF, THE_ FOLLOWING THREE PERSONS HAS ^EN iffiNTiONED, JUST CHECK 
THAT IT WAS "iOJElEADY HENTIONED.'*) 

I) Should the teacher also do this? 





Teacher already mentioned above 



Shdtild 



Should not 



but not required 



2) 



Should the doctor also do this? 



Dc^ctdr already mentioned above 



Should 



Should not 



OK but not required 



Should the p a rent also. do this? 



Should 



Parent already mentioned above 
, Should not 



OK but not required 
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In addition to medicatibiii should any other changes Be made in the life 
of the hyperactive chiidj such as other treatments and approaches or 
changes in the home and school situation? 

Usually should Usually should hot 

A. (IF SHdStS) Who should decide what changes are needed? 

15 M.S. ^^.^^ 

2) Parent ^^^.^^^ 

3) Teacher 

4) Other (specif) - - 

B. (IF YGTJ eiffi^ED MORE THAN ONE IN "A" ABOVE:) Are they (PEOPLE C^^D 
ABOVE) equally responsible or does one have the main responsibility? 

Each person has equal responsibility.. _ 

The person with the major riesponsibility is 

C. (IF ANY OF THE FGLLOWINS TmM PERSONS HAS ^EN IffiNTIONED, JUST Cffi^ 
THAT IT WAS ''WRE^Y iffiNTIONED.") " 

1) Should the ^teacher also do this? 

^Teacher already mentioned above 
Should Should not ^^^^^ OK but not required - 

2) Should the doctor also do this? 

Doctor already mentioned above 

- - Should not ^^^^^^^ OK but not required 

3) Should the parent also do this? 

Parent already mentioned above — ^- 
Should Should not - OK but hot required 
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f^°^*^..^.P?°Sr^ 5£ riguiar visits to the ddctdr Be sit-ap for the 
hyperactxve chiid being created with medicacicsa? 

Usuaiiy shoula_^_ Usuaiiy should no t^- 

A. (IF SHOULD) Who shoiiid set this up? 

1) H.D. . . 

2) Parent 

3) Teacher ———^ . 

4) ether (specify) 



^* CEEGKES MGRE THAN ONE IN "A" ABOVE:) Are they (PEOPtE CHECKED 

ABOVE) equally responsible or does one have the iain responsibility? 

Each person has equal responsibility. ■ 



The person with the major responsibility is 



e. (IF_ANY OF THE FOLLOWINS TISEE PERSONS HAS BEEN MENTIONED JUST C^K 
THAT IT WAS "AiREADY I^ITIONED.") 



1) Should the teach er also do this? 

Teacher already mentioned above 
Should Should not 

2) Should the do c tor also do this? 



OK but hot required 



Doctor already mentioned above _ 
Should Should not — » OK but Sot Required 



3) Should the Parent also do this? 

Parent already mentioned above 
Should not 



OK. but not required 
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24; Shoa±d tafonsation from the home be used to judge the effectiveness 
of the medication treatment? 

Usxiaily should Usually should hot 



A. (IF SHbUtD) Who should see to it that this informatidn is at hand 
vhea the effectiveness of the treatment is judged? 

1) M.D. - ■ 

2) Parent . : 

3) Teacher _ 

4) Other (specify) 



B. (IF YOU CHECKED MORE THAN ONE IN "A" ABOVE:) Are they (PEOPI£ OSdSED 
ABOVE) equally responsible or does one have the main responsibility? 

Each person has equal responsibility, - 

The person with the major responsibility is 



(IF A3SY OF T^ FOLLOWING THREE PERSONS HAS BEEN MENTIONED, JUST CHECK 
THAT IT WAS "ALREADY MENTIONED.") 

1) Should the teacher also do this? 

Teacher already mentioned above - — 
Should Should not ~ OK but not required 

2) Should the doctor also do this? 

Doctor already mentioned above 

Should Should hot OK but hot required 

3) Should the parent also do this? 

Parent alxeady mentibhed above 

Should Should hot OK but not required 
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25. Should infonaatiou from the school be used to judge the ef f ectiveaess 
of the medication treatment? 

Usually should Usually should not 



A. (IF SHOULD) Who should see to it that this information is at hand 
wheii the effectiveness of the treatment is judged? 

1) M.D. . 

2) Parent 

3) Teacher 

45 Other (specify) 



B, (IF YOU CHECKED MORE THAN ONE IN "A" ABOVE:) Are they (PEOP£E CHE^D 
ABOVE) equally responsihle or does one have the main responsibility? 

Each person has equal responsibility. 

The person with the major responsibility is 



e. (IF ANT OF THE FOIiOWIl^THREE PERSONS HAS BEEN HENTIONED, JUST CHECK 
THAT IT WAS "ALREADY MENTIONED.") 

1) Should the teacher also do this? 

Teacher already mentioned above 
Should Should not OK but hot required :c 

2) Should the doctor also do this? 

Doctor already mentioned above - 
Should --- Should not OK but not required 

3) Should the parent also do this? 

Parent already mentioned above 

Should Should not OK but not required 
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./ 

Should inf ormatidii from the heme be useS to find out if the medication 
has resulted in harmful side effects? 

Usually should — Usually should not 



(IF SHOULD) Who should see tp it that the information about side 
effects is at hand when treatment is evaluated? 

1) M.D. - 

2) Parent 

3) Teacher . . 

4) Other (specify) - - - 



B- (IF YOU OHE^ED MORE THAN ONE IN "A** ABOVE:) Are they (^rOPi£ CHEC^D 
ABOVE) equally responsible or does one have the main rec jibnsibility? 

Each person has equal respbhsibility . 

The person with the major responsibility is ' 



C. (IF ANY OF THE FOLLOWING TISEE PERSONS HAS BEEN ^BENTi®^ED, JUST C^CK 
THAT IT WAS "ALREADY JffiNTIONED.") 

1) Should the teacher also do this? 

Teacher already mentioned above ^ 

Should Should not _ GK but not required _ 

2) Should the doctor also do this? 

Doctor already mentioned above 
Should — Should not ^^^.^^^^ OK but not required ^^^^^ 

3) Should the parent also do this? 

Parent already mentioned above _ 
Should ^.^..^^ Should not ^^^.^^^ OK but riot required 
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Should jUifdrmat ion from the_schddl be used to find out if the meidicatioti has 
resulted in harmful side effects? 

tisualiy shoul d Bsualiy should not 

A. ^( IF SHOULD). Who shduld see td it that this information about side effects 
is^:at hand when treatment is evaluated? 



1) M.Si 

2) Parent 

3) Teacher 

4) Other (specify) 



B. (IF YW eHEGKED HORE THAN ONE IN "A" ABOVE:) Are they ^PEOPLE CHECKED 
ABOVE) equally responsible or does one have the main responsibility? 



Each person has equal respldnsibility • ^^^^ 
The person with the major responstfaiiity is 



C. (IP ANY OF THE FOLLOWING THREE PERSONS HAS BEEN ^^ENTIONED^ JUST CHECK 
THAT IT t?AS "ALSEifflY IffiNTIONES.") 

1) Shduld the teacher also do this? 

Teacher already oehtibned above ' 

Should Should hot 'OK but hot required — 

2) Should the doctor also do this? 

Doctor already mentioned above — 
Should Should not OK but hot required 

3) Shduld the pa r e nt also do this? 

Parent already mentioned above 

^^^^^ Should not - - - OK but not required ^ 
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28; Shouid there be a cfaannei for information between the teacher^ ^ the 
physician of a hyperactive child being treated with medication? 

Usually should Usually should not 

A; (it SHdUtD) Who shouid set-up this channel? 

1) M.D. 

2) Parent 

3) Teacher — ^— — 

4) Other (specify) - - 



B. (IF YPU CHECra MORE THAN ONE IN "A" ABOVE:) Are they (PEOPLE CHECKED 
ABOVE) equally responsible or does one have the main responsibility? 

Each person has equal responsibility. .1 



The person with the major responsibility is 



C. ilF ANY OF THE FOLLOT^NG TIKS PERSONS HAS lEEN IffiNTIONED, JUST CHECK 
TEAT IT WAS "ia^lEADY ^^iTIONED.") 

i) Shouid the teacher - also do this? 

Teacher already mentioned above 



Should Should not ^ OK but not required 

2) Shbtild the do c tor also do this? 

_ _ Doctor already mehtibned above 

Should Shouid not ^^^^^^ OK but not requlxed 

3) Shouid the parent also do this? :: 
Parent already mentioned above 



SSbuld Should not OK but not required 
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Should parents of hyperactive ch±idrea be provided vith support and 
reassurance about their child aiid the treatment being given their childt 



A. ^IF SHOULD) Who should provide that support and reassurance?. 



1) H.Bi , . 

2) Parent ^^^^^ 

3) Teacher 

4) Other (specif) ■ 

B. (IT YOU CmC^Q MORE THAN ONE IN "A'' ABOVE:) Are they (PEQPtE eSE^SB 
ABOVE) equally responsible or does one have the inain responsibility? 

Each person has equal responsibility. 



The person with the major responsibility is • 

nF_AlIY OF THE FOLLOWING THREE PERSONS HAS ^EN MENTIONED, JUST 
THAT IT WAS "ALREADY HENTIONED.") 

1) Should- the ^acher also do this? 



Usually should^ 



Usually should hot 



Should 



Teacher already, Bentioned above 
Should not — 



OK but not required 



2) 




Should 



Doctor already mentioned above 
Should hot 



OK but hot required 



Should the fflcdicatibti creatmehc be ended as soon as it is believed 
that it iSiight hot be needed? 

Usually shoul d Usually should not 



A. (IF SHOULD) Who should decide to end the medication? 



1) H.D. 

2) Parent 

3) Teacher 

4) Other (specify) 



B. (IF YOU e^^D MORE THAN ONE IN "A" ABOVE:) Are they (PEOPLE CHEC^ 
ABOVE) equally resisdnsible or does one have the main responsibility? 

Each person has equal responsibility. 



person with the major responsibility is 



C. IIF ANT OF THE FOLLOWING^HREE PERSONS HAS BEEN HENTIONSD, juST OSOC • 
THAT IT WAS "^^lEADT MENTIONED.") 

1) Should the teacher a.lsb do this? 

Teacher already mentioned above 
^^°^^<i Should not W. but a5t required 



2) Should the doctor also do this? 

Doctor already mentioned above — - 
Should _ Should not OK but hot required 

3) Should the parent also- do this? 

Parent already mentioned above 

Should Should hot 



OK but not required 



31. Should a trial ending of medicatioxi be used as a method of finding 
but if medication treatment should be ended? 

Ususaiiy should_^_ Usually should no t 

A. (IF SHOULD) Wh5 should decide if there should be a trial eSding 
of medication? 

1) M.D. 

2) Parent 

3) Teacher . 

4) Other (specify) _ 



(IF YOU CHECKED MORE THAN ONE IN "A" ABiDVE:) Are they (FEOPLE CHECKED 
ABOVE) equally responsible or does one have the tnain responsibility? 

Each person has equal responsibility. ____ 

The person with the major responsibility is _ 



C- (IF ANY OF THE_FOLLO?rtNG_THR^ PERSONS HAS BEEN MTiON^, JUST WCK 
THAT IT WAS "ALREADY MENTIONED.") 

1) Should the teacher also do this? 

Teacher already mentioned above 

Should Should hot OK but not required 



2) Should the doctor also do this? 

Doctor already mentioned above 

Should ^^^^ Should hot OK but not required 

3) Should the parent also do this? 

Parent already mehtibhed above 

Should - - Should not - OK but not required 
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32. Shbtild Information from the schooi be used in order to decide whetfier 
or not medication treatment shbtild be ended? 

Usuaily should Hsuaily shcaid not 



A. (IF SHOHtD) Who should sea to it that this information is at hand 
when the decision about ending medication is being made? 



13 M.D. 

2) Parent 

3) Teacher 

4) Other (specif) 



B. (IF YOU effi^D MORE THAN ONE IN "A" ABOVE: 5 A« ihef (PEOPLE CHEC^ 
ABOVE) equally responsible or does one have the main responsibility? 

Each person has equai responsibility. - 



The person with the major responsibility is 



C. IIF ANY OF TEE F0ELOWTNG THREE PERSONS HAS BEEN MENTTCSilED, JUST CTE^ 
THAT IT WAS "MSEADY MENTIONED.") 

i) Should the teacher also do this? 

Teacher already mentioned above 

^^°^^<^ Should not ^_ M but not required 



2) Should the doctor also do this? 

Doctor already mentioned above 

Should __ Should not OK but not Required 

3) Should the parent also do this? 



Parent already mentioned above 
Should - . Should not 



OK but not required 
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Should a physical exaxoination be required to determine if medication 
treatment can be ended? 

Usually shculd_ Hsiiaily should not 



A. (IF SHOULD) Who should see to it that this examination occurs? 



1) M.D. 

2) Parent 

3) Teacher 

4) Other (specify) 



B. (IF YOU em^SD MORE THAN ONE IN "A" ABOVE : ) e they (PEOPLE CHECKED 
ABOVE) equally responsible or does one have the main responsibility? 

Each person has eqtial responsibility. - 



The person with the major responsibility is 



C. (IF AN? OF tm F^eWim^tHREE PERSONS HAS BEEN MENTIONED, JUST g^ffigg 
TSAT If WAS "ALREADY MENTIONED.") 

1) Should the teacher also do this? 

Teacher already mentioned above - - - 
Should Should not — — OK but hc3t required 



2) Should the doctor also do this? _ 

Doctor already mentioned above - 
Should Should not OK but not required 

3) Should the parent also do this? 

Parent already mentioned above 

Should — Should not 0K but not required 



238 



A-101 



Should medication treatment be begun again if there is some chance 
that it : might heip the child? 

Usually should_^ Usually should not 



A* (IF SHOtJtS) Who should decide to begin the medication treatment? 

1) M.b. — — ^ 

2) Parent 

3) Teacher _ 

4) Other (specify) _ _ 



B. (IF YOU CHECKED MORE THAN ONE IN "A" ABOVE:) Are they (PEOPLE GSCKES | 
ABOVE) equally responsible or does one have the main responsibility? i 

Each person has equal responsibility. ^^^^^ | 

The person with the major responsibility is 



e. (IF ANY OF THE FOLLOWING THREE PERSONS HAS BEEN MENTIONED, JUST CHECK 
THAT IT WAS "ALREADY MENTIONED.") 

1) Should the teacher also do this? 

: Teacher already mentioned above — 

Should Should not OK but hot required 

2) Should the doctor also do this? 

Doctor already mentioned above ^^^^^ 
Should Should hot OK but hot required 

3) Should the parent also do this? 

Parent already mentioned above 

Should Should not OK but not required _ _ 
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35; Should routine £bilow->up examination; and other special assistance be 
provided.after medication treatment has ended? 

; Usually should Usuaiiy shbiiid not 



(IF SHOULD) Who should be respbtisible for seeing to it that 
this happens? 

1) MiDi 

2) Parent 

3) Teacher 

4) Other (specify) . 



B. (IF YOU emaSSS more than one m "i" above:) Are they (FEOPLE CHECKED 
ABOVE) equally responsible or does one have the main responsibility? 

Each person has equal responsibility. 



The person with the major responsibility is 



(IF ANY OF THE FOLLOWING THREE FERSGNS HAS BEEN MENTIfflTS, JUST SEEK 
THAT IT WAS "iffiSEifflY JffiNTIQN^.") 

1) Should the teacher also do this? 

Teacher already mentioned above 



Shdtild Should not OK but not required 

2) Should the doctor also do this? 

Doctor already mehtiohed above 



Should Should not but not required 

3) Should the parent also do this? 

Parent already mentioned above 



Should - - Should not ^.^^^^ OK but not required 



(READ TO RESPONDENT:) i appreciate your patience and aH the inforSation you* re 
giving, me. We. are almost, finished. , \ - 
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ATTiTUDE (SENERAt) 
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Nbw I would like to find but about. your feelings toward medication for hyper^ 
active children. Much has been written and said about the use of medicatibix 
for treating hyperactive children* Please tell me if you agree of disagree 
with the following points of viewi 



AGREE- 



DIS AGREE 



While the use bf Itbedicatibh may be hecessaicy fbr 
a small percentage bf children^ their use has 
become too widespread. 



AGREE- 



biSAGREE- 



2. Mosc doctors are carefxil in prescrilsiag this 
medicatibti and they work well for hyperactive 
children • 



AGREE 



DISAGREE 



3. There is so much confusion about v at hyperactivity 
is i that the use of medication is questionable i 



AGREE- 



-JDISAGREE- 



4. Not enough is known about, the dafigers of medication 
tb make it a safe apprbach. 



AGREE 



DISAGREE 



AGREE^ 



DISAGREE 



5. 
6. 



It is never proper to use medication to tamper 
the minds of children in schooii 



For children who need them, these medicines are 
almost a miracle. 



AGREE 



DISAGREE 



7. It's a shame tb let children suffer when there are 
medicines like these that can help them. , 



AGREE- 



-J)iSAGREE- 



Medicatiou is not the total solution for the 
hyperactive child, but it is a tiseftil and important 
part of the sblutibti. 
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ATTITUDE; Child (Treated) 



1. Which of these sounds like what you wooid say aboat taking the medicine? 
It is a sc3od thing. 

There are some good things and some bad things about it. 

It is a bad thing. 
I don't know if it is a good thing or a bad thing. 
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SPECIFIC BEtlEFS 




SPEeiFle BEjilEFS: Parent and Teacher 
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This set of questions is about your beliefs and opinions about hyperactivity 
and its treatment There are many different views about this. We want to 
understand your own feelings and opinions. 

If you were asked to explain what hyperactivity is^^ could ybu explain it? 

Yes No . _ ■ 



la. (IF YES) How would you explain -what hyperactivity is? 



2. Do you have any opinions about what caiises hyperactivity in children? 

Yes ■ No 

2a. ClF YES) What do you believe causes hyperactivity? 



Please answer each of the following statements "agree" if you agree^ "disagree" 
if you do not agree, and "don't know" if ybu don't know. I would like to 
remind you that there are many different opinions about these issues, Don*t 
worry about trying to give what others think is the right answer. 



AGREE DISAGREE DON'T ^QW 3. 



AGREE DISAGREE- ^DQN' T iOSOW 4. 



At least some cases of hyperactivity 
are caused by a physiological^ 
neurological J or other medical disorder. 

At least some cases 6£ hyperactivity are 
caused By psychological or emotional 
problems. 
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aSRE E D ISASBE E S ON't fSlOW 5. 

AGREE DISAG] ^ D ON'T KNO W 6. 

AGREE B IS ASB ^ ' T OQW 7. 

AGR ^ D ISAG] ^ D ON'T ^OW - 8- 

AGRE E D ISAGREE . SON'T OOW 9, 

AGREE_ DISAGREE DON'T ICTO W 1 0, 

AGRE E D ISASR ^ ^ ON^T KNOW 11, 
AGREE DISAGRE E D ON'T ^OW 12. 

AGREE DISAGREE DON ' T KNO^^j^ 13, 



Ac lease some cases c5£ Hyperaccivlty are 
caxxsed by poor nutritions 



At least sdine cases of hyperactivity are 
caused by poor social conditions. 

At least some cases of hyperactivity 
are caxzsed by food additives. 



At least some cases of hyperactivity 
are caused by poor schools or teachers* 

At least some cases of hyperactivity 
are caused by lead poisonisg. 

The term "hyperactive" is used to 
characterize children who are energetic, 
active^ creative^ or merely restless. 

in some instances, it may be a gocad 
thing for a child to be hyperactive. 

The term "hyperactive" is used by 
people to make it possible for them 
to control or suppress children. 

The term "hyperactive" is- a legitimate 
diagnosis of a real problem for some 
children* 



14. What is the typical length of time that children stay on medication for 
hyperactivity? 

Don't know - 

There is no typical regimen, i.e., too variable to say - 

A few weeks ^.^.^^^ 

A few months 

One to 14 years 

Until puberty— adolescence 

15. Do you know if medication which is used to treat hyperactive dhiidren 
can produce side effects? What side effects can (not necessarily will) 
medication produce? (CHECK THOSE MEHTIOTJED BY RESPONDENT. BO- NOT 
READ LIST .) 

headaches 

loss of appetite - 

stomachaches 

insomnia ^^.^^ 
weight and height deficit 

irritability ^ 

restlessness 
depression 

other (specify) — _ 

don't know • 
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16. Have you heard or read criticism of medication for hyperactive childrea? 
*es _ ■ No - 

' 16a. (IF YES) Do you happen to remember the criticism? 
Yes — ' No — 

15b. (IF YES) Please mention some of the criticisms; 



(Child^'s name) is taking (SPECIFY MEDICATION AND 

WRITE IT IN THE BLMK.) 

Would you answer the following questions about this medication yes ^ no, or 
don't kncjw? 

17. This medication is a tranquilizer. 

Yes ^ No ' Don't know 

18. This medication is habit forming. 

Yes No ' Don't know 

±9; This medication increases the child's intelligence. 

Yes No - Don't know 

20 • This medication is a stimulant. 

Yes No ; Don't know ^ - 

21. This medication may lead to illegal drug use later in life. 

Yes No Don ' t know 
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SPECIFIC BELIEFS: Physicians 

This set of questions is aboat yo^r professional beliefs arid assessineriCs 
about hyperactivity and its tr eat:nier;|-^ ^ There are many different vie'.vs about 
this. We want to understand your i^^dicai perspectives. 



(HAKD PHYSICIAN ''TERI-I SHEET*') 

1. Do any of these terms seem to y^u inappropriate, useless , or invalid in 
describing the cdnditibti diagnb^^^ ^ physiciaa as any of the following: 

hyperkinetic, learning disabilit:y, learning disorder, overactive, 
hyperkihesis , minimal brain dys:f ^^^^i5^l ^ minimal brain damage, impulse 
disorder, hyperkinetic child t)^havior syndrome, minimal cerebral 
dysfunction? 

(CROSS out THOSE INDICAtSi RESFOl^£g^T, 5 

2. Of the remaining terms, would ycs^ consider them equivalent in meaning? 
Yes No 



(IF NO): Please ex-jlain the di^fgj-ences for me? (LISTEN TO TAPE AND 
SUM^IARIZE LATER.) . 



3. Based on the inforaatibn contait\ed in the literature and your own clinical 
practi;:e, vhaC do you consider t:he nature of the condition to be? (AFTER 
raTERyiB^% LISTEN T0_ THIS SECTIQ^ qF.THE TAPE AND WRITE IN THIS SPACE A 
SUMMARY OF THE. ANSWER TO THIS QtJESTlON.) 
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(PROBE:) a) What are the synrptoms o£ the conditiori? 

4. What_dd you think i^ the^e^^ RATTER INTERVIEW, 
I^STEN_TO_THIS_SECTION_OF_T^ TAPE AOT) miTE IN THIS SPACE A StClMAKy OF 
THE ANSWER TO THIS QUESTION.) 



5. IfL^ wer^a gar exit whose child was _ diagnosed by you as hyperkinetic (OR 
TERM OF CHOICE) * how would you explain this condition to me? (AFTER 
INTERVIEW, LISTEN TO THIS SECTION OF TS TAPE AND WRITE TS TES SPACE A 

. smmd3.Y OF rm ansx^s. to ^is question.) 



In both the lay and medical literatures assertidhs and cdnclusidns about 
the nature of hyper kinesis (OR TERM OF CHOICE) have been put forth. Here 
is a sample of typical statements. Would you please indicate whether yoti 
agree or disagree with them? 



AGRE E D ISAGREE^ BGN*T ^O W 6 , 

AGEE E D ISAGRE E D ON^T KNOW 7 . 

AGRE E D ISASI ^- D ON^T laiOW - 8. 

AGR£ £ D ISAGRE E S ON ' T M m . _ 9. 
AGREE — blSAGR^ DON^T OOW 10. 



At least some cases df hyperactivity 
are caused by a physiological ^ 
neurological, or other medical disorder. 

At least sotia* cases of hyperactivity are 
caused by psychdlogical or emotional 
prdblems . 

At least some cases of hyperactivity arei. 
caused by poor nutritibni 

At least some cases of hyperactivity are 
caused by poor social conditions. 

At least some cases of hyperactivity 
are caused by food additives. 
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AS3£E DISASRS DQN'T SaiOW _ H.Al lease some cases o£ hype rac:civiC7_ 

are caused by poor scfaoois or teachers. 

At least sbca cases of hyperaccivity 
are auseci by lead poisoning. 

The term "hyperactive" is used to 
characterize children who are energetic^ 
active, creative ^ or merely restless. 

In some instances^ it_ may be a good 
thing for a child to be hyperactive. 

The term "hyperactive" is used by 
people to make it pbssib_le_for them 
to cbritrdl or suppress children. 

The term "hyperactive" is* a legi tima te 
diagnosis of a real prbblem for some 
children. 

17. What is the typical length, of time that children stay on medicatioti for 
hyperactivity? 

Don't teow - . 

There is no typical regimen, i^e^, £00 variable to say 

A few weeks ^.^.^^^ 
A few months 

iSne to 14 years 

Until ptierty— adolescence 

18. There is widespread discussiot^of the efficacy of stimulant medicatibh for 
hyperkinesia (OR TZBM OF CHOICE). What db ybu think is the efficacy of 
stimulant medication? 

Qi^tm JNTHtVIEW, tISmi TO THIS SECndN OF T^ TAPE AND WRITS m TES SPACE A 
SUWMARI OF THE ANSWER TO THIS QUESTION.) 



AG5£E DISAGREE DON'T KNOW 12. 



AGRE E D ISAGREE DON'T KNOW 3.3. 

AGREE DISAGRm DON'T 5QI0W 14. 



AGREE DISAGREE DON ^T KNO W 15. 



AGREE DISAGREE DON * T KNO^j" 16 . 
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(PRDBE:) a) What kinds of efficacious outcomes can result from sti^iant 
tnedication? 

Saicationr^'''' °^ hyperkinetic chiidSin a^e helped by stiinulant 

c) To whac extent does stiiiant medication relieve the s'yiptoms 
of hyperfcinesis? 

19, What side effects can (not necessarily will) stiSiiant medication produce? 

(USE CHECK t£ST) 

headaches 

loss of appetite 

stomachaches 

- - insomnia 

weight and height deficit 

^ i rri tab iii ty 

restlessness . 

- other 



20. Have you heard or read criticism of stimulant medication for hyperactive 
children? 

Yes _____ No ^ 

a) CIF YES) : Could you briefly summarize the essential .nature of these 
criticisms? 



b) (IF YES): Could you briefly indicate how you would respond to the 
criticisms? 
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INTERVIEW SECTIONS: 



AWARENESS OF MEDIGATION 

PROeEDURE IN TAKING MEBIGATION 
RESPONSES OF OTHERS TO OHILE 
SELF ESTEEM 



AWAioZSS OF >EDiCATiON: Child (Treated) 

AEf: The purpose of this section of the interview is to determine how cdtiscidus 
the child is about his medical regimen • in some cases the_ child be 
talcing medication rather unconsciously, in other situations the child may 
hot be taking medication even though his parents say that he is . 



1. Are you (or have you^) taken any medicine or piiis to help you at school 
or at home? (ADOPT CHIUD'S- LANGUAGE FOB. PILLS OR MEDICINE FROM THIS POINT 

Yes " No Sdn^t know 



PROBE QUESTIONS TO BE ASKED IF "NO" OR 'IDON^T KNOW'* TO QUESTION 1. 

PEOBE QUESTIONS: Is (was*) there any medicine or pills that the doctor gave you 
that you take in the morning and at lunch? Is (was*) there any medicdLne or 
pills that the. doctor gave you that you don^c take? Does (did*) your teacher 
or someone at hcame ever give you some medicine or pills? 

(n* PROBE QUESTIONS ARE USED SUJIJIARIZE RESPONSE HERE-) 



2, Do you know why you take this medicine or pills? Why? 



3. Do you know what this medicine is? 



4. How does it help you? 
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(LISTO_c4^rUEtY TO DETStMniE HOW AWARE GHItD iS THAT HE tS TAKING MieATlON 
FOR HYPEHACTIVITY . EVE:I_IP THZ__CHILD IS_FACTU.^L'X^ IN ERROR ABOUT THE NATURE OR 
USE OF MEDICATION - IT IS AWARENESS PER S E TO 3E EVALUATED-) 

Interviewer Rating for Awareness of Medication 

Very aware of the use cf medication 

Aware after probing 

Child is aware medication was prescribed but is not taking it (or didn't 

take it) 

Child is not aware he is taking medication 

(IF TRZ LAST CATEGORY IS CHEC^ GO TO SEJ ESTEEM SECTION .A2ID END INTERVIEW AFIES 
THAT SECTION.) 



*Past tense should be used for termination phase. 



3. Cask of initiation and t^snation j^iii^REN only.) __ 

What grade were you in when you (started) (stopped) taking medicine? 



6i ^^ho was your teacher at that time? 



7*« ^^at school were you at then? 
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AE-I: The purpose of this section of the interview is to find out how 

nmch the child knows about the probiein Chat led Co medickcioa and 
the nature of the dedication. 



QUESTIONS ON PROBLEM: 

1. Has anyone explained to you about why you take this nedicine or pills? 
Yes No 



la. (IF^YES) Who? 

lb. What did Chey say? 



2. Do you have any other ideas about why ycju take this medicine? T-Jhat 
. probleras were you having? (REeORD ± SmsiftRY OF TIS RESFQNSE.) 
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3, ^fhy are. you taking pills or medicine? ^vhat^s the most important thing 
^reason) ? 

Anger control (mean, mad, fights) 

Ansious , nervous, up:pet 
- Hyperactive (score boly if child volunteers term) 

Calms me dbxro 

Gee along better vith friends 

Gee along better at home 

Improve school work 

Other ^ 

Don't know 



4. Do you feel any different after you take the medfcine or pills? 
Yes No 



4a. (IF YES) How do you feel after you take the medicine? 



5. (ASK ONLY IT GffllLD IS STILL BEING TSEATZD) How long do you think you'll 
be taking medicine? 
——— Sncil stgpmer ; 1 year or less 

- — - 1-^2 years 

2-3 years 

Hbre than 3 years 

- Until behavior changes 
— — — Until doctor says not to 
Don' t know 



6. Is there a certain word or name that doctors u3e for people that are taking 
m^-cine like yours? 

No 

Yes hyperactive 

Yes - brain damaged 

. Yes - other 

Don't know- 



(RATE THE CHILD'S UJIDESSTA^iNG OF THE.NilURE OF THE MEDICATION,) 

Much 

Some 

o 
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PR0CEDU3£ FOLmTZD IN TAKUIG MEDICATION: Child CTreacad) 

ArSI: The parpbse o£ this section is to find out what the child iotovs of the 

procedures and check on the procedures directly by asking the child ^hen, 
how and where medication is taken and if dedication holidays occur. 

1. When, during the day - what time - do .(or did) you take your pills or 
medicine? Do (did) you take it: (ASK EACH OF THE ITEilS BELOW) 

Don't (didn't) take them at all _- _ (IF ffiS, SiSP TQ NATURE OF 

PROBLEM AND TREATJISIT) 
In the morning before school - Yes N o. 

In the morning at school ; Yes _No 

At ii^ch time at Some - .- Yes No 

At - lunch tima at school Yes N o 

Right after school Yes N o 

Before supper Yes No 

After supper Yes - N o 

At night ' ^^^^ Yes N o 

2. Who gives ycu your pill or medicine at school or at home? 
0TOT2: IT NOT TAXEJ AT SCHOOL OR HO.^S, WRITE NONE ON THE BLAJIK. ASK 

BOTH irms.) 

at home? — 



at school? • • ■ (IF NOT TASSN AT SCHOOL, SKIP TO 

QUE'.nON 3.) 

2a. FOLLOTf^UP QUESTION: (IF CTnJ RI^ORTS TAK32IG J^ICAflDN AT SCHOOL:) 

How does (d£d) the medicine or ; pill get to school? 



PROBE QBESTION: CHSE* THIS GSLY QUESTION 2A IS ilGT WSlTESm) Who brdtngs 

(brought) it to school? 

child • 

parent 

other (specify) 



2b* Inhere in the school do (did) you take the ^^dicine or pill? 



PEDBE QUESTION: (USE THIS_ONLY_I? QUESTION 2b IS NOT ANST7ERED) In what 

room or office? 

classroom ^^^^^^ 

ntirse's office. 

principal's office 

schdbi office 

&all ' _ 

O 

ERIC 



. _ A-IZO 
3i When was the iasc tine (.data and timel you tbofc a piil? 

5 Do you tafce the tnedicihe or pil is every day? Yes 

No 



4a, (I? NO TO QUESTION 5) When do (did) you take the medicine or piiis? 



5. Are there ever any days you don't take your medicine or pill? Yes 

No 

5a. (u YES) When ? 

6k Do you take your medicine of ^ills oh: 



weekends Yes No 

Christ^s vacation Yes No 

stramer vacation Yes No 

Easter vacation Yes No 



7. Do you ever forget to take your medicine or pills? Yes ^^.^ 

No - 

7a. at YES) : How often? lots 

hardly ever 

never 

8 . Som^chiidren take their medicine or pills each time only when a 
grown-up tells them to. is Cwas) this the way you take your medicine? 

Yes - No 



' 8a. (ir YES) : Who tells you? 



mother Yes - - No 

father Yes No 

brother or sister Yes ^^^^^^ No 

doctor Yes - No 

teacher Yes No 

other CspeciiyJ Yes No 



9. Bb you some; t±2ffis taice more or less medicine when you're feeling a certain 
way — or when you're v^bout to go somewhere or do something? 

No ^^.^^ 

Yes-^-mdre Chcjw many? ^5 

Yes~iess (how many? ) 

^ters timing — takes earlier ^^^^^^^^^^ takes later 

Don • t know 

(IF YES) Who decides— and how? 
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RESfONSES OF OTHISS TO CHILD: Child (treated) 

AIM: The purpose of this seccibn of the interview . is to determne if the 
child has received any positive of negative feedback from others 
(pixints, siblings » friends, teacher) as a result or stimulant 
medication usage. 

1. Do other children ever say anything to you about the medicine you take? 
Yes 

No 

la. (IP YES) What do they say? — 



2. Do other children treat you unfairly because you take medication? 
Yes 

No 



2a. (IF YES) What do they do? 



3- Do other children ever tease you about it? 

Yes 

No 

3a* (IF YES) What do they say? What do they do? 



EKLC 



A^122 



4. Ob ybiir brothers or sisters or parents ever say anything about the medicine 
you take? 

Tea 

No 

4a. (if YES) What do they say? 



f 

5. Do your brothers or sisters ever treat you tmfairiy because you cake 
medicine? 

Yes 

No 



5a. (If YES) What do they dol 



6. Do they ever tease you about it? 
Yes 

No 

6a. (ir YES) Hot?? ■ 



7. Do grown-ups ever say anything about the medicine you take? 
Yes 

No 
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7a. (IF Y2S) What do they say; 



2151 

o 
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SEiS" ESTEZJi: Child ^Treated) 

1. EveryBody has soma things afaoutjjijj ,^ich are gddd and adina Cntags 
about him which are "bad. Are .acQjfe of the chinga abotjt you.;;. 
Good 

Bad 

- Both about the aatne 

2. Another fcid said, "1 no gbcjd.'i jy^ feel like this' 

TSS. ASX5: Do you feel like thi^ g i^t or a little? "I am nb ibbd?' 
No * 
A lot 
A little 

3. A kid told me: **^ere'3 a lot w?r5ng vith me" Bb vbu ever Seel like 
this? (IT lES, ASX5 : Do you fe^j. .jike thia a lot or a little? 
"There's a lot wrong with me." 

, No 

^ A lot 

A little 

4. Another kid said: "l*m^no^ much anything." Do ybu ever feel 
like this? (IF iZSj ASK): Do yo^ feel like this a lot or a 
little? "I'm not much gbbd at aQyching." 

No 

. A lot 

A little 

5. Another kid said: "I think I aia good at ail." Dp you ever feel 
like this? YES, ASK): Do fQ\i feel like thxa a lot or a little? 
"I think I am no good at all." 

No 

A lot 
^ A little 

6. Ebw hagpy -are you with the kind person ybu are? Are ybu ... 

- Very^happy^rtth the kind of person ybu are 
Pretty happy 



— A little happy 
~ Not at all happy 
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A GUTtMAN SGALE OF ATTITUDES TOWARD THE USE OF MEIDICAtlON 
IN THE TREATl^NT OF HYPERACTIVE CHILDREN 



Intrbductibh 

Samples of parents^ teachers and physicians of hyperactive children were 
asked to signify whether they agreed or disagreed with eight attitudihal state- 
ments concerning the use of medication in the treatment of hyperactive children. 
These statements were designed to gain data which could be used to develop a 
composite measure of the respbhdehts' attitudes toward the use of medicatidn.- 
for these ^ Lldren. The statements^ or itoms^ are shown with the system of 
coding In Table I, which follows: 

Table I 



Item 
No . 



rented to Respondents 



Sense 
of Item 



Description 

While medication necessary for small 
% of children, use too widespread 



Most doctors careful in prescribing 
medication 



So much confusion about hyperactivity, - 
use of medication questionable 



Not enough known about dangers of 
medication 



Never proper to use medication to 
tamper with minds of children 



For children who need them, medicines 
almost a miracle 



Shame to let children suffer 



Medication not total solution 
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Original 
Coding 



Revised 
Coding 



Agree 




1 


2 


Disagree 




2 


0 


Uncertain 




3 


1 


Agree 


ac 


1 


0 


Disagree 




2 


2 


Uncertain 




3 


i 


Agree 




'1 


2 


Disagree 




2 


0 


Uncertain 




3 


1 


Agree 




1 


2 


Disagree 




2 


0 


Uncertain 


as 


3 


1 


Agree 




1 


2 


Disagree 




2 


0 


Uncertain 




3 


1 


Agree 




1 


6 


Disagree 




2 


2 


Uncertain 




3 


i 


Agree 


ss 


i 


d 


Disagree 


ae 


2 


2 


Uncertain 




3 


1 


Agree 




i 


d 


Disagree 




2 


2 


Uncertain 




3 


i 
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Examiriatibh of the items in Table I reveals that the ''sense" of items 
1, 3, 4 and 5 is reversed relative to items 2^ 6^ 7 and 8. Therefore, the 
coding of these items was revised to give all items the same ''sense At the 
same time, the "uncertain" category was inserted between the "agree" arid "dis- 
agree" categories. As revised, an item score of "0" signified the most favor- 
able attitude toward medication for that item, while ari item score of "2" sig- 
nified the least favorable attitude. 
Qbj ectives 

The primary objective is to construct a Guttman Scale of attitudes toward 
the use of medication in the treatment of hyperactive children. A suitable 
scale will have a eboef f icieht Reproducibility of at least 0.90 arid a Coeffi- 
cient Scalability of at least 0.50, and such a scale will iriclude as many of 
the items of Table 1 as consistent with minimally obtaining these cbef f ic .eiits . 
Finally, these coefficients must be minimally obtained for each sample^ i.e., 
the 179 parents, the 82 teachers, the 51 physicians and the combined sample of 
312 respondents. 
Initial Procedure 

All scaling procedures are based on the use of the Guttmari S'^^^irig Subpro- 
gram contained in the "Statistical Package for the Social Scierices." 

Our initial attempts at scaling the data considered brily the cbmbiried 
sample of all respondents (n * 112). As it .turned but^ this was a mistake since 
physicians seem to have uniquely different attitudes winh respect to some items. 
•For exainples They have a disbelief in "miracles." (Sbihe bf these attitudes 
should probably be evaluated individually across the varibus samples.) 
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The first three passes of the data from the combined sample were for the 
purpose of establishing "cutting points-*' 

In Pass 1, the "unciartain" category was combined with the "disagree** cate- 
gory irrespective of the **serise" of the iteirs- It yielded a Coefficient of 
Reproducibility of 0.84. 

In Pass 2, the "uncertain*' category was included with the *'agree'* category 
for items 1, 3^ 4 and 5 and with the *'disagree** category for items 2, 6, 7 and 
8. This yielded a Coefficient of Reproducibility of 0-82. 

In Pass 3, the "uricer caih** category was included with the "disagree" cate- 
gory for items 1, 3, 4 and 5 arid with the "agree" category for items * 2, 5, 7 
and 8. This yielded a Cbefficierit of Reproducibility of 0,85, Pass 3 was tea- 
tativc ly acciBpted as the optimum procedure for cddirig. 

Most of the ribri-scale errors occurred with item 1, which had 66 errors iri 
Pass 3. Removal of this item resulted iri a Cbefficierit bf Reproducibility bf 
0,88 and a Cbefficierit bf Scalability bf 0.51, Neither bf theslB cblBf f icilBrits 
meet the criteria defiried as ari bbjective. 

ThiE siEcbrid highiBst sburce bf ribri-scale errbrs bcciirred with item 5, which 
had 65 errbrs. Rembval bf items 1 arid 5 resulted iri a Cbefficierit bf Reprbduci- 
bility bf 0.90 arid a Cbefficierit bf Scalability bf 0.56. Agairi, these coeffici- 
ents db riot miriimally meet bur requiremerits . With these items rembved , items 
2i 4 and 6 show the greatest number of errbrs with item 2 havirig 42 errbrs, 
item 4 having 41 errors and item 6 havirig 38 errbrs. With item 2 rembviBd, we 
obtained the highest cbefficiei .s with a Cbeffirierit bf Reprbducibility bf 0,925 
and a Coefficient of Scalability bf 0,678, While these cbefficierits are satis- 
factory, it was fcv. nd that these items arid cuttirig pbirits did ribt yield satis- 
factory coefficients for the physician sample, Accbrdirigly, we fbUrid it neces- 
sary to reapproach the entire prbbl^iri by bptiriiizirig the selection of items to 
iristire adequate cbefficierits fbr the pbysiciari sample. 
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Fj.naj^^A^goa€4 i to Scaling Problem 

Since the data frbtri the physician sample did not yield satisfactory coef- 
ficients ^ we found it desirable to keep an eye on results from the data on both 
the cbmbiried sample of all respondents and the physician sample; as we went 
through the process of item selection. Table II below suimnarizes the process 
followed in determining which items to include in the final scale. (See insert A) 

Table II 





Attitudes Toward 


Use of- Medricatibn in 


the Ti^faa f rriPtl f 


of Hyperactive 


Children 








(n - 312) 
eoeff. of 






Scale Items 


Ail Respondents* 
Coeff. of 


Physicians 
Coeff. of 


(n " 51J 

Coeff .of 


No, 


Xttclud£td 


Rep roduci b ii i ty 


Scaiabiiity 


Reproducibility 


Scalability 


1 


1 thru 8 (all) 


0.8429 


0.4357 


0.8533 


0.4066 


2 


1,2,3,4,5,7,8 


e.8562 


0.4891 


0.8758 


0.4737 


3 


1,3,4,5,6,7,8 


0.8600 


8.4941 


0.8820 


0.4648 


4 


1,3,4,5,7,8 


0.8783 


0.5656 


0.9130 


0.5714 


5 


3,4,5,7,8 


0.9053 


0.6471 


0.92L7 


0.6000 



*Includes: 



179 Parents 
82 Teachers 
5l Physicians 



Cutting Points (All Items): 



0-0 
1 



Since the results obtained with Scale 5 minimally meet the required criteria* 
this configuration was selected for the final scale. Results for each of the 
samples are shown in Table III, 
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Table 111 



Sample 

All Respondents (n * 312) 

Parents (n * 179) 

Teachers (n * 82) 

Physicians (n * 51) 



Cbef f c?f . 
Reproducibility 

0.9053 

0.9119 

0.9012 

0.9217 



jCbeff ._bf 
Scalability 

0.6471 

0.6842 

0.6117 

0.6000 



it.^ms Included in Scale: 3,^,5,7,8 



Cutting Points: 0 « 0 
1,2 « 1 



Using the revised coding of Table I and the cutting points described in 
Pass 3 (and consistently used thereafter) , descriptive statistics were obtained 
for each item for each sample. Individual item scores were summed for each 
item selected for the final scale configuration and a score established for 
each respondent. Again, descriptive statistics were obtained for this overall 
attitude score for each of the samples, as well as for the combined sample (see 
appropriate data books) . 
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Insert A 

All items were included in the preliminary scale construction, using the 
physician data. Table II, Scale 1, sunmiarizes the results obtained on the 
physician sample of 51 observations and the combined sample of 312 observations; 
Examihatibn of ' the scale errors associated with the physician sample indicates 
that itoms 2 arid b each contribute 10 non-scale errors and contribute the most 
errors to the scale. For the combined sample of 312 observations, however, 
these items did rioL cbritribute the greatest number of non-scale errors. For 
the combined sample, items 5 arid 1 etch contributed greater numbers of- errors 
than items 2 arid 6,. with 70 arid 68 errors as compared with 52 and 57 errors, 
respectively. Nonetheless ^ the immediate goal was to improve the scalability 
of the physician data; therefore, items 6 arid 2 were selected for deletion. 

Scale 2 of Table II summarizes the effect of deleting item 6 while Scale 3 
summarizes the effect of deletirig item 2. For the physician sample, deletion of 
item 6 (Scale 2) results iri it^erh 2 showing up with the greatest number of errors 
(10) while deletion of item 2 (Scale 3) results iri item 6 showing up with the 
greatest number of errors (9). For the combined sample, deletion of item 6 (Scale 
2) or of item 2 (Scale 3) did riot shift the order of errors, with items 1 and 5 
contributirig the most errors. Agairi, since the emphasis was placed on the ^:)hysi- 
cian dita, items 2 arid 6 were selected for simultaneous deletion. The results are 
summarized iri Scale 4 of Table II, 

Examinatibri bf Table II, Scale 4, indicates that for the physician data, 
deletibri bf bbth items 2 arid 6 results in a scale which has a satisfactory Coef- 
ficient bf Reprbductibility , yet is somewhat marginal on scalability. On the other 
hand^ the results fbr the combined sample yield neither a satisfactory Coefficient 
of Reproducibility ribr a satisfactory Coefficient of Scalability. The emphasis 
must be placed bri imprbvirig the results obtained using the data of the combined 
sample. 
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Exaiiiinatidn of the scaling errors for Scale 4 of the combined sample indicates 
that item 1 contributes the most non-scale errors (62) when items 2 and 6 are hot 
included in the scale, Therrfore, item 1 was selected for deletion. 

Scale 5 of Table II yields satisfactory coefficients for both the physician 
sample and the combined sample. The deletion of items 1, 2 and 6 minimally result 
in a scale satisfying tUe requirements; however, this does not infer that other 
approaches would riot also yield satisfactory results. It would, of course, be 
possible to bbtairi higher coefficients by deleting additional items, but this was 
not deemed desirable because, as items are removed, the ideational content of the 
scale is lifcely to uridefgd undesirable change. 




Interviewer Training 
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TENTAtlVa OffblNE FOR INTERVIEWER 
SEtEeiidN' i-iND T!iAINi:;5 PROCESS 



Tntdrviewer ,se] ectidn process 
A. (Ebntcicc ^30^355 people (Jacic and Bebbie) 
1. Interviewer characteristics : 

a. age: late 2C's to early 40 *s 

b. sex: female 



high academic standing, excellent references ^ and if 
possible, relevant work experiences. 



d. do not substitute teach in Grand lipids Public Schools 

B. Initial contact made by Jack Halter.an and Debbie •Wagner 

1, Brief explanation of reason for contact 

2. Set xip intprviev; ui^h prospective cr:ployee vfirch 21, 22, 23 

C, Interview with prospective employee 

1, Initial selection conducted by Jack Haltenian 

2, Content of ihterv? -jw: • 

a. gather information on transportatio n capabilities, tine 
availability, and willingness to coinndLt energies to working 
on the project. Finally, assess; most recent experience on 
similar activities or other activities which involve working 
with people. 

b. gather this information on a fbmi plus cost recent reference Cs) 

c. explain following: 1* working conditions involved 

2, f em.uneration for work 

3t nature of people they v;ili interviex^ 

d. decision oh clearly acceptable or unacceptable candidates 

3, Questionable potential interviewers referred to Drs. Bosco or Robin 
for decision 

a, form letter sent to unacceptable prospects 

b, notify acceptable interviev^ers and confirr^. hire (25-35) 

c, set up details of hiring v;ith I'ciry 
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II; Interviev/er training process consisting of three days in length with 
two sessions per day of two hour length* 

Session 1, Group 1: 8:00 to 10:00 a-ta. 

Group 2: 10:00 to 12:00 nbbri 

Session 2, Group 1: i:GO p.ra. to 3:00 p.m. 

Group 2: 3:00 to 5:00 p-tn; 

Self instructional period: 

Group 1: 10:00 to 12:00 hboa 

Group 2: 1:00 to 3:00 p.m. 

Day 1, Session 1 

1. Personal introductions x^ith description of role in project 

2. Description of nature and purpose of study (Drs. Bbscb and Rbbih) 
3* Description of samples in study 

4* General ethical conduct and social etiquette (Jack) 
5* Exarairiatioh of legal fonns 

' . Self In structional Sessiba : Listen to sariple parent and teacher 
intervie^Js 

Day 1^ Session 2 

1. Six crucial interviet^er acr vities: 

a% explahatibn bf hbw initial crntact x^ill be made tb set up 
in t er viev/ ^Ja clc) 

asking the questions CJack) 

c« probing techniques CJack) 

d • question clarification techniques CJack) 

e. feedback techniques and hon~recorded activities • (Jack) 

f . the interviewer as expert probleni 

g. list emergency phone nnnbars for interviewers, and Social 
Security Numbers 

hi interviewers will do a 3-*tt:inute irnprornptu interview 
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Day 2^ iSession i 

1. Introduction to tape recorders 

2. intrbduction to ititervxe;/ schedules 

3. Specific training for Parent Schedule 

Sel£-Jns t roc t tonal Sis s ion : Read through all interview schedules 

Say 2, Session 2 

1, Specific training for Teacher Schedule 

2^ interviewer practice on parent and teacher schedule 

3. Possible cull of interviewers 
Day 3, Session 1 

3Enterviewers will practice interview with each other- Staff will 

switch periodically Between groTips and evaluate interviev:srs; 

Self^Instmcttonal Session : continue practice interviexv-s and play 

Back and critique 
bay 3, Sessi n 2 

J- .plain logistics 

2« Answer any questions 

3. Final Cbimnehts froin Bdscb and Robin 

4w Final Selection 
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1. Each week— or as hecessary--you will stop at the Center for 

Educational Studies and pick up the interview packets with your 
name oh them, for that time period (date is written on packet 
along with time of interview for that day). Check oat when your 
interviews are during the day. 

Call in, after you have checked your packets for interviews, to 
see if ".here have been any cancellations; and to dbuble»-che.ck 
times and who is r.o be interviewed when. Make sure ^11 necessary 
forms are in the packets assigned to you. ^ 

3. It is very important that each day, before you leave for any 
interviews, that you check the condition of the batteries in 
your tape recorder. Your INTERVIEWER'S LOG will assist you 
in keeping track of when you must change the batteries. It is 
imperative that each interview be recorded, so a beginning-of-the— 
day equipment check should become a habit. 

4. At the end of each interview, make sure what needs to be written, _ 
do^^ is written; _ again check batteries. Fill in INTERVIEOTR'S LOG 
with interviewee's name and time^ and initial when you changed 
batteries. 

5. You will have 3 extra packets of each interview protocol (total of 18) 
information form to keep at home. If you discover a piece of 
information is missing from one of your interview packets, you 

have extra copies to replace the missing information. It is 
important that ydU check but each packet BEFORE ybU do the 
interview so you know that you have all_ necessary forms. 
YoU may heed a packet if we must schedule an interview during 
the week after you have received the packets for that week. 

6. At the end of each day, return Jrhe interview packets to CES and 
make note of any interviews not completed on your INTERVIEWER'S 
tOG^ as well as ail interviews completed; and change of batteries. 
This LOG is to be turned in at the end of the week with the packets 
to U'estern Michigan University by way of the CES. Keep in mind 
any interviews hot completed, ahd wheh you call ih hext mdrhihg 
tell Hairy or Gail abbUt it so the ihterv-lew cah be rescheduled as 
scon as pbssible. Make sure all ihformatibh is ehclosed ih the 
envelope: all interview schedule forms and the cassette tape in its 
box. 

7- If there are any questions about procedures, don't hesitate to phone 
in and ask. 

TOLL FREE NUMBER: 1-803-442-4255 



1-3S3-S157 
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SUPPLE>IENTARY INFOR^IATION FOR INTERVIEI^RS 



Dsf i; i- r ldn o f Phas es^ \ 

The research study will divide the treatment of hyperkinetic children 
into three phases: Initiation^ Monitoring, arid Terminatiori. For each of 
the respondents (parents, teachers, and physiciaris) , interview schedules 
will be used which correspond to each of these three phases. initiation is 
defined as the phase comprised of those children who have been treated with 
stimulant medications for six or less months. in other words, if you 
find that a child has been treated with stimulant medication since September, 

P^^io^ of eight months as of this writing, the phase would not te Initiation. 
Termination is comprised of those parents, teachers, and physician;-* of. 
children who have ended medication treatment within the last six-mcrith 
period. Monitoring is cotsprised of all situations which fall bet'weah these 
two phases. 



Pronunciatidri Guid e 
Ril.alin: rit ^ liri 
Cylert: si lert 
Dexedrine: d^k^ s3 dren 
Dextroamphetamine: dsk'^ £tro 



am fed 5 men 



What fo Do If . . . 



During the training session, we described a series f^t situations 
which may prer^eat themselves to you and described some ways of handling 
them. We would like to review that for you* 

1. The interviewee asks you for your opinion on brie of the questldris 
that you have just askc:Q. Iri rbis tituatibri^ you may find it useful 
to use this response: 

"I really haveri*j had the tyf.>: of experience that would allow me 
tb develop an bpiriibri about that." 

Or, you may use t;h"»s as a convenient poirit to mention the se.s£ Jn 
that -I.S being set up with medicaL, educational, and research 
personnel, wherein the oplriioris and be'*iei:3 of other ' xperts :nigat 
be sought. 

2. Pe.rson expresses 3trong concerns or expresses a reed for more 

inf 7 miration o: help oii some specific issue or tha general situation. 
In this situation you can prov^'dc the information about the sessions 
that art being set up and 3ug[ "st that this might be a place to 
start trying .o find the uelp that is desired. 
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3; The respondent expresses concern or discusses the problem with yoa 
that has nothing to do with the substance of the interview^ has 
some coxnplaint about the school systemi or some other situation; 
At ^ time should you advise the respondent about how to proceed 
with this complaint or problem, but e:cplain that you know nothing 
about this and you're sorry that you can't be of help, you certainly 
understand how the respondent feels. 

4. The interviewee provides a response which is too terse or brief for 
you to understand it sufficiently to make a response on the schedule • 
In chis situation^ you might say: 

"Can vou say p l',tcl2 more about this?" 

^r, you Toight lescate the ending words of the respondent in question 
f Orm- 

Or, you m^'.ciht develop a probe from the item itself, asking it without 
changing ' i,'^ meaning in a different way a second time, 

5. It seeins to you that the interviewee has not understood the question 
and is either groping for a response or has provided a response which 
clearly is not a^'i answer to the question you have asked. In r.his 
situation you might say something like: 

"Have I made the question clear?*' 

or; 

"Let ine try to cle^r up what I meant by chat question." 
or: i 

"I don't tfd.iAk I made that question clear enough. Let me try again." 

6. If you find Che need to provide some sore of response to an answer, 
you are encouraged to use expressions il'kai 

"i see." "1 understand." or "Un Huh." 



The interviewer should maira any notes in the margin if it seems that 
a response of the ihtrrviewee requires some degree of clarification in order 
for it to be understood. If ^ for exarrple^ the iiterviewee adds some qualifi- 
cations » or 5f the ih_t3Xvriewee feels uncomfortable with the response categories 
provided, then this Should be noted on the interview schedule. 



C7 



-1- U si! of Response Cat: e p,ories 

Thrdughbut the interview schedule there are categories set up for you 
to check or for you to use as a basis for suiniiiarizirig the respotise that has 
been provided. You heed hot raadthese responses if the Interviewee seems 
able to deal with the_rL>spdhse and begins talking in a way which will provide 
for categorization. If seems necessary^ these response categories could 
provide a stimulus for th^ interviewee's response... If you find it necessary 
to use the response categories to "prime the pumn**i you should be sure to 
read a few of them, rather than just one. If you read only one or two ^ it 
icHy lock the' interviewee into a narrow response. 



Muitioie Child Interviews 



When you are interviewing tec:chers, you may have rpore than one child 
pPt teacher. In such a situation it will be necessary for you to go through 
the items that relate to the parti^'tlar child for each child taught by the^ 
teacher. In sbine instances this may be acr-.'-^s phases. You might have a 
teacher with three pupils in bur sample, t\vo of whom are iji the Initiation 
Phase and one_bf whom is iu the Mbhitbrihg Phase. You need btily collect 
Background information once for the teachu*''. Ybu wo - Id run through Events, 
Process, aiic Role Behavior three times; =^J.St •^.ht of. Treatment three times; 
and Specific Attitude three timesc The . . • ' ;■ -^n on General Attitude, 
Role, and Beliefs would be dealt with only Duae. 



Backgrou":d InfomaLion 

it wiii be necessa - tor you to go through the B^^kgroiind section. 

Page 2, of e-nch interview. Yon will not be able to copy this from the 
Confidential Fact Sheet. 



Ng pe of Persons B ein g I nt erviewed 

You will note that we request yoo to obtain the name of the persons 
whb are participating in the interviews as a-i initial question in Backgroijnd. 
If more than bhe pefsbh is participating, ycii will need to ncte their names 
arid thev would both have ^ ^igri tk^ Xn£arm^ Corisent P oct . You will also 
note that we have pro voided that e tape r.^cbrder wbiild be started after 
you take the names. When you are interviewing parents and want, at the end 
of the ihterv'iew, tb get the Permission tb Contact Fbrm signed, only one 
parent r.-^ed sign that fbrm^ noL bcth^ even if you are interviewing bbcn. 
If both wan t to sign it ^ that'p 'ine; but only one signature is heeded. 
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Aci1unct ;lve Theraov 

We have made some rather substantial changes .in the Ad junctive Therapy_^ 
section of the int&xview schedaie (by the way^ the term, _"Adjunctive T srapy" 
would riot be a good term to use with the interv'iewe.e) . In th'^ section as it 
is how'^eseiited you will deterra3:ne if any othpr treatments or_ procedures are 
being used in addition to stimulant medications. Then you will, ask what 
typ^?s of treatments are being used. You should not read throug h the M^^gg: 
list ^ but simply put a check 0<) by those treatments or procedures which are 
mentioned spontaneously by the respondent. J"" troanment or treafiients 

which are not on tho list are mentioned, thev . ; ■ ^ '.r ould be written in in 
the "Other** space. or those treatments or pi: :.-ures v.^hich are mentioned ^ 
you should obtain the other inf brmatidri by ssk Lrig the question which serves 
as the heading for the additional two columns. 



Wc have made some changes in the Role Section which should go a long 
way towards making chis secti a much easier section of the instrument to 
administer. We have remo%-ed sc - tha pioblf:ns from the lead items. 
We have incorporated the flavor ri che nature of the item, into the question 
that deals with the respc ;ible person for Lha task that has been mentioned. 
We have simplified this by taking oat some of the res^on5=e categories that were 
found in Version 1 of this instrument. Yqu should n>te that if several 
it.dividuals are mentioned as having scm^ degree of responsibility or involve- 
ment relative to this task^ multiple checks should^ be nsed. In the event 
*-hat multiple checks are used, it will be necessary to identify whether or not 
any one of the persons checked has major responsibiiitv^ _ whether they are 
ai3 equal in responsibility.. Finally, it uill be necessary co cover each of 
rhe parti.: .pants in the triac^._ If _ the respondent spontaneously mentions all 
three of the persons in the triad (parent , teacher , and doc tor) , then it 

wouia not be r.acessary to ask any of the three questions in Section G, You 

would sTmpiy check 1^') the first response under each of these three questions : 

"Teachc^r already mentione above^ Doctor alr^ mentioned above. Parent 

alre-'dy isntioncd above*" If none of the th- a- mentioned spontsr. 30usiy 
(it could happen that a person Identifies a ol social worker and does not 

say anything about teacher, doctor, or pare. ..en it wouJ.d be necessary 

to ask all three of the qaestionj:^ in Section to determine how the individual 
feels about the invclvenert of these three types of_ people relative to the 
specified task. All th:^t involves is reading the three statem-nts under 
Section C arid recording the interviewee ' s response to_ each, of the statements. 
If only one or two c' the three persons in the triad Ita /e been_ raeritibried, 
th^n i*: weald be riecessa.ry to ast :he questions in Section C that specify 
the persons not pentidried spontane isiy HDOve. 
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A pilot study was conducted in Kalamazoo in Deceinber of 1976 t(: investigate 
the prevalence of diagnosed hypierkinesis and tyres of treatinent ar:ong Kalaji:a7-oo 
scliobl children. In no knoun school system in the United States had prevalerce 
rates been specified. This research, funded by the U. S. Office of Education and 
the National Institute of Mental Healthy sou^Uit to establish a prevalence rate, to 
understand the social context of stirailant medication, and was the basis for a 
larger study in Grand Rapids, 

There has been much controversy, about the extent of diagnosis of h^'perkinesi.s 
and t^'pes of treatment prescribed. EslLnate:? have ranged from 31 to 20%. Most 
estimates are edv ated guesses by clinicians or other "experts"^ rather than being 
based upcr sv:^teniatically collected data. Charges that there have been prdmiscUdUS 
diajjnosis and treatir.ent of hyperkinesis , plarticularly v>rith stiinulant medication, 
fi^.ve been raise-1. Even among those who regard the diagnosis as medically legitimate 
.and th t with stiinulant meda cation as acceptable, there are fears that the 

ratr.i- ^ -rncsis are exces3ive. Tiios, tnis research of prevalence within a school 
systeri is seen vis extremely important for reducing the controversy and providing 
sound educruion for m^erkinetic ciiildxen. 

Although only t\vo schools uete used irt th:^ Kalamazoo system^ :xt is hoped that 
tlie rates and infoiTnation from these two schools be used to prc?vide an idea about 
the siruatidri in the ^rchool system. Sorre d/ the questidni which are to be oHdressed 
are: '1) VVhat are the prevalence rates for diagnosed h>perkinesis? 2} /o what 
extent Jo prevaler.ce rates based on parent information coincide with p"rr^valence rat .?s 
based on teacher infonnation? 3) IVhat is the frequency for --"different kinds of 
treatments for dic^gnosed hyperkinesis? 4) i^at is the prevalence for teacher- 
suspected hyperkinesia? 

Permission was receive J fror^i ^aiamazoo Public School System to collect data 
from regular classrooms (special educatidn clas^j^^^ were omitted) in two elementary 
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^ch^ols, Vm^- and Wiadiell. Questibmaires were mailed t(> all the parents of 
ciiii ivL^x in both schools to collect initial information about the prevalence of 
hyr-Jerkiiies is. Questionnaires were also maiied to ail the teachers in these two 
schools. 

The rates of return for parents was 651, for teachers, 671. From Vine 
School the response rate for parents was 58%, and froiti Winchell School the response 
rate for parents w;is 67%.* 

Parents of 3.4% of the children (14 children^ indicated that their child had 
been diagnosed by a physician as having a learning or behavior problem identifiable 
as hyperactivity or hyperkinesis. lite prevalence of diagnosed h>Tperkinesis in 
Vine School is 3.7% C7 children) and in Winchell School is 3.2% (7 children). 
Of the children who were diagnosed as hyperkinetic, 12 are currently being treated. 
Of the total number of children in the tt^o schools^ 2- 9% (12 children) are being 
treated with stimulant medication- -Ritalin, Dexadrihe, or Cyiert. In Vine School 
the percentage of children treated w:i:n stimulant medications is 3.7% (7 children); 
in Wihchetl School the percentage of c.:" Jren being treated with stimulant medications 
is 2.3% (5 children). The other forms of treatment reported are behavior modi f icatich, 
counseling, special diets, and medication of a rion- stimulant type- Of those children 
diagnosed as hyperkiJietic ard cxrrrently being treai:ed, 85.7% are reported by parents as 
being treated with stiSilrint nedication, SQ% treated with behayior modification^ 
50% with counseling, 21,4% with special diets and 42.8% with non-;;tijnulant medication 
Csuch as Benadryl i DilaT'tin, Phenobarbital , Iirprimine, Nfeiiaril and others)^ 

The conf>arable figures for Vine School are: 100% are treated with stimulant 
•medication, 42.8% with behavior modification, 37.1% with comselihg, M.3% with 
special diets and 12.8% with non- stimulant ir^dication. For Winchell School •^1-4% are 

* Since teacher questiohnaires were anonymDus, it was not possible no ojstinp^:ish 
teacher returns by school. 



un- 
treated with stimulant medication, 57.] I treated with behavior modification, 42.8% 
with counseling, 29% with special diets and 42.8% with hon-stimularit li^edication. * 

The percent of the student population in these schools diagnosed as hypisractive 
and treated with stimulant medication is relatively small in comparison to the 
allegations of critics found in the literature. For those children diagnosed the 
overwhelming preferred treatment is stimilant medication, and the medication o£ choice 
is Ritalin. 

The teachers disclosed that approximately 4.5% ^28 children) o£ children in 
their classes at the present time have been diagnosed by a physician as hyperkinetic; 
This is almost a one percent difference (.9%3 befr/een the reported prevalence by 
parents and tne prevalence reported by teachers. The difference between the teacliers' 
report of prevalence and the parents* report of prevalence is rvventy-five percent; 
at these rates for every nine children reported as diagnosed as hyperkinetic by parents 
twelve children would be so reported by teachers. 

Teachers report a prevalence of treatmerJ: as follows: of those children 
oirrently being treated, 53.5% are being treated with stimulant medication: 7.1% are 
being treated with behavior modification 35,7% with counseling; 7,1% with special 
diets ai-d 3.6% ^^ith non-stimulant medicp.tion (such as Benadryl, Dilantin, Phenobarb- 
iial , Imprimine, Mellaril, and others); 3.6% with psychiatric treatment^ 71.4% with 
r^-meclial instn^ction and 3.6% by some unknown medication,* 

A conparison of the parents' and teacSers' reports ab^at the :iK)ies of treatment 
of hypetciCtive children sliows rather large differences. Although for both stimulant 
medica . -.on is reported as 'die most frequent medical treatment, tta parents report 
it in 83% of the cases .lad the teache.cs in S'^ r f the cases. Similarly, Behavior 
modificc^tion is reporte-A bv parents in S0% -^f the cases; but only 7% of the cases 
■..'Y teacht^rs. Assuming that r.fie teachers and parents are largely reporting about the 

* T -^atmt^-i^.s adc': up to more '-\ ' '•..•ic-.-. -'e scriie '^'Mldren are roC'^i.v'ing mere tJian 
one kind o-^' tree cment . 
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sai?.e children^ the teachers do not know what the parents know about the treatment of 
the h>^3erkinetic children in their classrooms. 

Ivheri the tei-^hers \vere asked 'lo ; iriariy children in the^r classes they believed 
exJiibited th'"* ' nonis of the hyperkinetic child behavior ^' -^'dme^ teachers estimated 
-that 8.5% [55 ^ixidren) did so. This inay indicate that ire prevalence in elementary 
schools of diagnosed hyperkihesis may rise in tlie near future, if the teachers' 
perceptions are accurate, if they are not accurate, then the teachers* perceptions 
of the prevalence of hyperkinesis , or potential hyperkinesis , which is ainKDst double 
that ot diagnosed hyperkinesis as reported by the teachers and t\^o and ohe-hai£ times 
the reported prevalence by parents^ reveals the need for teacher training in this 
area, since a child so regarded by his/lier teacher^ even if not diagnosed, may be 
treated in educationally and interpersdnally inappropriate ways. 

Fortunately, there is an external check on the validity of the teadlers' 
perceptions. Jncluded in the que.^jtiormaire to parents was a behavior rating scale 
designed t d discriminate behavior which may b diagnosed hypeikiaetic (Conners 
Test for t}yperkinesis--Pareht Form). A twent> .ivr percent Sou'npling of parental 
reports of their children's behavior was tabuiaiced. These data revral that 7.8% 
of the school child peculation of the Wmchell and Vine Schools have syirptoms o£ 
hyperkinesis as reported by tlieir parents. For Windxell School it is 8.5% and 
:or Vine School it is 7-3%. 

These data indicate that the perception of d.lagndser* h>n:erk:resis of the 
school teachers is somewhat higher than the parental behavior reports > but iriuch 
closer than the prevalence rate provided by the parents. (This indicates a pdssibla 
rise in the diagnosis and treatment of hyperkinesis for children in the Kalamazoo 
S^ oi System if these data aio genrralizable. ) 
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TABLE I 

: ionnaire Return Rate £op Paren ts 

Return Rate 

N_ Percent 

Vine 188 58 

Winchell 219 67 

Not Identified 2 

Total 409 63 



T..^LE II 

Questionnaire Retu'Ti Rate for Teachers 

Return Rate 



N Percent 



Teacher 
Questionnaires 



22 



67 



TABLE III 







Prevalence 




. N 


Percent 


Vine 


7 


5.7 


Winclieli 


7 


3.2 


Total 


14 


3.4 



TABLE TV 



Parents' Report o£ Proportion o£ Schooi Qiiidreri 
Treate<la^ d.th S timulant Medic ation _ _ _ 



Vine 

Wincholl 



Percent 



Total 



12 



2.9 
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' TABLE V 

Parents Report Prevalence of Jtodes of ^T^ 

For Children Diagnosec Las-JJypeTkinetic- 

Type of Treatment K Vine and Winchell * Vine Winchell 

N Percent N Percent N Percent 



Stimulant Medication 


12 


_ 8S.7 


7 


100.0 


S 


71 


.4 


Beliavior Ntodification 


7 


50.0 


3 


42.8 


4 


57 


.1 


Counseling 


7 


50.0 


4 


57.1 


3 


42 


.8 


Special Diet 


3 


21.4 


1 


14.3 


c 


29 


.0 


Non- Stimulant Nfedication 


6 


42.8 


3 


42.8 


3 


42 


.8 



Nfegavitamin Therapy 
Psychiatric Treatinent 



TABLE VI 

Teacher EstimatcJ of Children in Their Classroom 
Diagnosed as Hyperkinetic 

School Teachers N Percent 

Viae. ?nd Winchell 

Teachers 2S 4.3 
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TABLE VII 



Teacher Report of Prevalence of Nlbdes of Treatment 
For Children Diagnosed as Hyperkinetic 

Type of Treatoent N Percent 



Stimulant Medication 


is 


53.6 


Behavior Modification 


2 


7,.l 


Counseling . 


id 


35.7 


Special Diet 


t 


7.1 


Non- Stimulant Medication 


i 


3.6 


Psychiatric Treatment 


i 


3.6 


Remedial Instruction 


26 


71.4 


Medication Unknown 


i 


3.6 



Megavitamin Therapy 
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TABLE VIII 



Teachers' Estiinates of How Ma 


hy Children Exhibit Hyperkinetic Symptdms 


School Teachers 


N Percent 


Vine and Wirichell 


55 8.5 





TABLE IX 






Estimate of Prevalence of HyperJ 
Parent/Parental 


cinesis : 
Form 


Conners Test 


Conhers Estimate 




Both Vine_§ 
Winchell 


Vine 


Winchell 


Sanple Size 


102 


47 


55 


# of Cases 


8 


4 


4 




7,8 


8,5 


7,3 



230 

o , 
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Quality Control - Interviewers 
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PROCEDURES FOR QUALITY CONTROL 

1. Dr. Bosco^ Pr- Robinj, and Jack Haltemari will supervise one group consisting 
of seven (75 interviewers each. 

2. interview review procedures: 

a. first interview to be reviewed from beginning to end. 

b. next two int -rviews to be reviewed intensely (2/3 to 1/2 of the interview) 

c. after first week three interviews per week will be reviewed. Focus will 
be on key points in the interview schedule: 

Parent and Teacher Interviews 

1) first section: introduction—3 or 4 questions 

2) events and process — all 

3) assessment of problem — all 

4) role (parent, teacher, physician) —beginning and end 

5) attitude (general) — all 

6) specific beliefs-- 3 or 4 questions 

7) last question on specific BeMefs 

Child Interviews 

1) first section — awareness of medication 

2) second secrion — first 2 questions (procedure) 

3) third section — all (nature of problem and treatment) 

4) fourth section — questions 1 and 2 (events and process) 

5) fifth section— (s^ilf-esteem scale) — all 

3. For each interview, reviewed questions will be coded in the following 
mariner ; 

Code Definition 

1. Correct Question Asking interviewer reads question either exactly 

as prinf^d on the questionnaire or with 
minor modifications which do not alter 
the frame of reference 
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Code 

Incorrect Question Asking 



3. Probes or Ciarifies 
Non-Directiveiy 



Probes or Clarifies 
Directively 



Other Appropriate 
Behavior 



6. Other Inappropriate 
Behavior 



7. Non-Recorded Activity 



Def iriit 4aiv 



8. 



Pace 



Interviewer either significantly alters 
part of question^ or omits part of question, 
or replaces . question with own statement, or 
reads question that should have been skipped. 

interviewer either makes up in own words a 
probe which is noh-directive ^ repeats all or 
part of either question^ or respondent's 
answer in a non-directive manner ^ or confirms 
frame of reference for respondent correctly. 

interviewer either makes up a probe which 
is directive, repeats question br respondent's 
answer incorrectly, gives a directive 
introduction, or confirms a frame of 
reference incorrectly. 

Interviewer gives either acceptable task- 
oriented clarification or other appropriate 
f eedb ack* 

Interviewer either interrupts respondent, 

or gives personal opinion, or records responses 

incorrectly on questionnaire. 

Interviewer either omits a question, or there 
is data missing. 

Interviewer conducts interview either too 
slowly or too rapidly. 



5. 
6- 



8. 
9. 



Identification of Specif ic Problems: Corroboration of problem areas among 
Dr. Boscoi Dr. Robin, and Jack Halteman. 

Termination of interviewers who are patently incompetent. 
Calling in of iritc?rviewers in cases of poor performance. 

a) interviewer self-identification of poor performance whenever possible. 

b) if poor performance is riot easily identified by interviewer, problem 
areas will be discussed. 

After interviewer has beeri_called iri for poor performance, her next two 
interviews will_b_e interisely reviewed. If problem area(s) persist, 
interviewer will be released. 

Letters with positive feedback sent duririg first arid third weeks. 

Interviewers must call in each morning to Ceriter for Educational Research, 
WMU to verify scheduled interviews, check packets, battery checks, etc. 
And for any instructions from Researchers. 



id. Dr. Bosco will be responsible for the distribution of tapes for Quality Control, 
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Interviewer's Name 



Routine 
Review Interview 
(n5. & initiai) 



E3 

Emergency 
Review (if necessar y) 



NOTE: A circle around interviewer's name indicates that emergency Quality Control 
is sought. 
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April 11 



INTERVIEW QUALITY CONTROL 



Divide first interviews of each interviewer into three (3) groups, 
one each for Robin, Halteman, and Soscb. 

The entire interview will be monitored. 

Each interview will be rated with the attached rating form. If the 
interviewer is rated '^discontinue" , the interviewer will be termin- 
ated after concurrence of one other person. if the interviawer 

problems discussed. No other interviews will be scheduled until 
the retraining occurs. In such a case, the second interview will b( 
monitored as a first interview. If the interviewer is rated "minor 
problem", thesa will be discussed with the interviewer. 

The second and third interviews will be monitored extensively — bat 
not word for word. 



Subsequently, we will monitor two (2) interviews per interviewer pe 
week. 




INTERVIETJER NAME AND NO. 
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REVIEt^R 

DATE OF INTERViEW 



Major Minor 

P-roblsm Tttle Exobiem Problem - Sectii 



ASKS QUESTION INCORRECTLY 

Reads main stem of question as printed, but tnddifies 
or incorrectly reads any response categories in the 
question (does not apply i therefore ^ to open 
questions^ since chey do not have respbhse categories.) 






Either significantly alters main body or stem of 

question while reading it, or reads only part of it. 






Does not read question, but instead makes a state- 
ment about the response he anticipates. 






Asks a question which should have been skipped. 






Other (specify) — 






PROBES OR CLARIFIES DIRECTIVELY 

Makes up a probe which is directive, limiting, or 
changing the frame of reference of either the 
question or the potential response: 






Either repeats question and/or response choices 
incorrectly or gives incorrect summary of 
respondent ' s response . 






Either interprets question by rewording it or confirms 
a frame of reference incorrectly. 






Otier (specify) 
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Major Minor 

Problem Problem Section 



OTHER INAPPROPRIATE BEHAVIOR 
Interrupts respondent. 

Gives personal opiriibri or evaluation. 

Records response incorrectly or imcompletely 
on interview schedule - 

Suggests answer to respondent. 

Exhibits other unacceptable behavior, 
(specify) - — - 



Omits question incorrectly. 

Fails to probe after inadequate answer. 

Other (specify) 



PACE AND VOICE INFLECTION 

Conducts entire interview too slowly. 

Conducts entire interview at right pace. 

Reads questions in a wooden^ expressionless 



manner. 



Reads questions with voice dropped ^ so that 
they scond like a stateinent. 



Reads questions with inaudible voice. 



Does riot assume role of directing interviewer. 



Other 




O fS H 
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Major Minor 

Prbbleih Problem Section 



TO ACHIEVE MD MAINTAIN RAPPORT 
Fails to put respondent at ease. 






Fails to be friendly. 






1.,/ U UlIuUXl X O- L C o clil X \JLlA,y W \J L Lie ^ C d L. L. X L« LIU C • 






Other (specify) 







OVERALL RATING 

Discdhtihue 

Retrain 

• Minor Problems 

OK/ Good 



SECTION CODE: 

_B= Background 

EV= Events, Process, S Role Behavior 
SA= Specific Attitude 
A* Assessment 
_R= Role 

GA= General Attitude 
SB* Specific Beliefs 
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QUALITY CONTROL OF INTERVIEWERS 

Ac>. the quality arid usefulness of the research data is so heavily dependent 
upon the quality of the interviewing of subjects, precise procedures needed to 
be set up and implemented. One of the itibst important factors in this procedure 
was the early cohcehtrat ion of reviewing of the interviews. For this process, 
a format was set up butlihing the exact number of interviews to be reviewed and 
the manner in which it should be done. Dr. Bosco, Dr. Robin and Jack Halteman 
supervised this process. 

After the review of the initial interview, from beginning to end, the next 
two interviews were reviewed at the rate of _ 1/2 to 2/3 of the entire interview. 
From that pbinp on, three intervies per week were reviewed, with fdcus on key 
points of the interview^ as outlined in the procedure. These questions were 
rated as to appropriate. delivery by_ the interviewer so as to achieve the mdst 
accurate data with the least possible interviewer influence on responses. 

Where problems were determined^ interyieiS^ers were informed^ immediately so prbb- 
iems could be resolved as quickly as possible. In several cases, it was neces- 
sary to terminate the services of the interviewer. In some cases, discussion and 
retraining were sufficient to enable the interviewer to continue satisfactorily. 

A comprehensive rating outline was constructed for use by reviewers, which 
specified the specific area in which a problem existed ^ such_ as incorrect phrasing 
or altering of questions, improper probing, inappropriate, behavior or voice inflec- 
tion. A weekly log was then maintained to make certain the proper number of inter- 
views were reviewed and that any appropriate action was taken where deemed necessary, 
such as emergency reviews or calling in of the interviewer for consultation with the 
reviewer or researcher. 

In the case of the physician interviews ^ it was determined by the cb-researchers 
that they would not be in a position to conduct ail such interviews. They therefore 
selected two individuals, with doctoral status, whom they felt would be the best 
qualified for handling the rapport desired for these contacts - 
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Parent Consent Form 
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CONSENT TO CONTACT FORM 

f parent (or guardian) 

of consent to tfie interview of 

my child, his/her public school teacher of last year (1977-78 school year) 
and current physician. The child ^ teacher ^ and physician will be interviewed 
about the same infbrmatibn contained in this interview. 



Signature - parent or guardian 
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Quality Gbntrbl - Coding 
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I Gi 

I 

I ORIENTATiON 

i 

B^:<GR(XDiI)- i to be presented b>' researcher (s) arid/or administrator; the 
researchers are: Dr. Stanley S; Robin, Professor of Sdcidldgy and Director, 
Center for Sociological Research, and Dr. Jatnes J. Boscd, Professor of 
Education and Director, Center for Educational Research. The title of this 
research is: Social Context of Stimulant Drug_ Treatnerit , It is iointly sup- 
ported by the National Institute of_ Mental Health, and the U.S. Office of 
Education, Bureau of Educatiphally Handicapped. Data have been gathered in _ 
the Grand Pvapids area; through the cbdperatibh and approval of the Grand Rapids 
Public School Systen. The purpose is to explore the attitudes and beliefs of 
teachers i parents and physicians, as well as the children themselves ^ about 
hyperkinesis and its treatnent. 

CO::?IDENTIALITY[ It is important that all data involved in this project be 
handled on ^ strictly confidential basis with all information remaining in 
this room and not discussed outside nor among coders. The anonymity of all 
subjects is essential. There must be no conflict with the Human Subject 
Coninittee requirements and DHE^v regulations covering research involving human 
subjects. This is a primary requirement of people involved on all levels of 
this project. 



ACCQMP- LISHED to DATE : Questionnaires were mailed to parents of all children 
in 50% of the Grand Rapids Schools, and also to teachers. All the question- 
naires were coded and put into the computer for print-out on data sheets. 
From these returned questionnaires, 216 cases were determined to be positive 
(diagtiosed hyperkinetic). Interviews were then set Up with the parents arid ^ 
where consent obtained from the parerits^ with the teachers ^ children and 
physicians- All but a few physiciari iriteryiews have been completed- We are 
ribv ready to commence coding of the interviews (approximately 5005 - 

DUALIT Y (^(p ^^l' pQL: A ccuracy in coding cannot be stressed too stringently. It 
is the link to proper analysis of the data. While we have some deadlines for 
completion in mind^ coding without error will save considerable time and money 
in the long run. The nature of the work can be tedious but understanding of 
the importance of your part in the total picture^ and periodic short breaks, 
can be valuable in accomplishing efficient coding- There will be accuracy 
checks made on all coding to uncover problems and errors. An attempt will be 
made to resolve same, but in case of continued poor performance, a coder will 
have to be terminated i u 
I 

PERSONNEL INFeR^'lATieNr Prior to conSencing work, each coder should complete 
either a P-016 (students) or P-006 (non-students) form, along with a proper 
withholding statement. Keep the office advised of any change in address or 
telephone number, or hours available. 



(Orient. 3/78)/ 
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DATA SUPERVISION^ : The coding supervisor wiii be responsible for all interview 
packets removed arid returned to the files, DHking very certain that the numbers 
are_ ih_prbper order and the proper data are inside the packets. The supervisor 
will also check_the folders for the mark sense sheets for the proper information 
arid cbriterits. There wlii be a check list on the inside of each folder. Coding 
questions should be directed tp_ the research adninistratdr for resolution by her 
or researchers. A record of all problems and resblutibris should be maintained; 

j^UM^TY GQNTROL: >Iark sense sheets will be reviewed on a regular basis by the 
office staff and researchers to spot problen coding. Steps will be taken to 
correct problems with release of a coder if necessary. Initially^ the first 
3 interviews completed by each coder should be in turn coded by sbmabne else 
and then compared . 

I. Check for differences, resolving the roiloving errors: 

1. Mechanical- 

2. Improperly resolved anomoly;' should have questioned. 

3. inadequate code; code book change required. 

II. Where cbdirig in agreement, check at least 4 items on each interview 
page (or 8 per pair) . 

III. Note whether marks made properly and erasures adequate. 

After 10-15 interviews have been cbded* make a trial run through computer* This 
will possibly uncover any further required changes in the coding process. 

At this point, it will most likely be sufficient to review one but of every four 
interviews coded. 



STORAGE : All interview packets will be kept in cabinets in the Sbcial Psych. 
Lab, room 2208A, and locked at ail times when not in use. They are tb be filed 
numerically by mast set number with each related interview (parent, teacher, 
child^_physician) fastened together with a rubberband. The mark sense sheets _ 
will alsb be stored in these file cabinets. They viii be filed in folders and 
kept in numberical order by the mast number which viii be inscribed on each 
applicable fblder tab. The room must be locked at all tines. 

The research administratbr will be responsible for the carrying out of the 
foregoing procedures. 
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QUAtiTY eojitRot 



CODING OF IirrERVIEW SCHEDUtSS 







Ihterv- 


* Coding 


□rig./ 


Rev.f; 


^curacy ^ evaluation ability, speed 
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Set » 


Type 


Time 
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NAME DATE 

REVIEWED BY 



RELIABILITY: 



SPEED: 



AeeURACY: 



COOPERATION: 



^ILITY T_g LMB^ .QUIQKLY/ 
UNDERSTAND THOROUGHLY: 



FOLLOWS INSTRUCTIONS: 



INSiGHT/CRITfCAL? 



RECOMMENDATION FOR FUTURE EMPLOYMENT: 
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CODING PROCEDURES 



I: Bnsic Proces-s (see flow chart) 

A. Coding 

1. Interviews are pulled in order designated by phase master list (A) • 

2. Siiper-v^isdr goes through each interview and resolves any unusual 
problem.3, recording resolutions in the margins of the interviews 
and in the problem log (B) . 

3. Interviews are then given to the coders and recorded on packet 
check list (C) . Returned packets are checked in on (C) . 

B. Problem resolution 

1. Coders record any coding problems on the coder problem sheet (B^) , 
which remains with the interview packet until the mark sense sheets 
are filed. The coder pidb. sheets are then filed in the coders ind. 
file. 

2. Co'ed interviews with problems are placed in drawer lb (single-coded) 
or drawer 4b (double coded) -until such time as they can be resolved. 

3. Resolutions are recorded in problem log (B) , in the interview margin, 
oh the coders problem sheet (B^) . Cddebbdk changes are recorded 

on the cddebddk change form (D) . Changes are done in all codebooks 
prior to cddihg the fdlldwing day. 

4. Problems that can*t be resolved by cdding supervisdrs aire tagged 
with ah brahge card and Ahn_ is contacted. The packet is placed 

in drawer Ic* labeled "problems for Ann". Thdse that seem particularly 
tihusual remain in the drawer iihtil the next meeting of the minds. 

5. I^heh problems are resolved ahd sesdlutidns have been lecdrded 
the packet is placed ih one of three places: 

a. drawer 2b ~ to be double coded 

b. shelf 6b — to be quality checked (single cdded) 

c. shelf 3b — to be quality cdrrecteddh the dverhead projector 
prior td ddiible coded quality checking. 

C. Quality Cdhtrdl 

1. Single Cdded 

Quality checker gdes through the interview and mark sense sheets 
page by page, Iddkihg for prdblem questidhs and pdssible places for 
errpr. A minitnutl df eight questidns are checked dn each sheet. 
Errdrs are recdrded dn the quality cdntrdl sheet. (E) 

2. Dduble cdded 

a. The twd sets of mark sense sheets are compa red on the over- 
head projector. Discrepancies are circled in red pencil, 
interviews are placed ih drawer 5b — td be quality checked. 

b. circled columns are Iddked tip ih the cddebodk and interview 
and the proper cdde is determined, ^nd marked on the m.s. sheets; 
Errors are recorded dh (E) . 

filing 

Quality checked interviews are refiled in cabinets. 
Mark sense sheets are filed ih apprdpriate fdlder in drawer 2a. 
and recorded on sheet (F) ih the file, 
the- final column on check list (B) is filled in: 

^and date« mss filed 
Q v^ahd date = mss used for quality check ahd hnve beeh discarded. 

.107 



D. Re- 
1. 
2. 

3. 



66 



Ei; Special SitUations 
A; Wierd file 

Any unusual situations to be taken into considefitibS are recorded on 
an anomolie sheet (G) and placed in the wierd file in drawer 2a, 
On occajsion, an interviewers lengthy statement is xeroxed and placed 
in the file. 

B. Doctor role questions 

1. In order tc code phys. role questions in a consistant manner ^ a 
cross referenced physician list was formulated, listing all 
treated kids^ set numbers, phases etc. 

2. A physician role question prbb . sheet was devised. (H). One 
set of doable coded role questions was determined as the master, 
problem resSlutions from the master were recorded in the problem 
log (B) and on (H) . the master mark seriSe sheets are traced or 
copied instead o£ recoding each set of role questions individually. 

C. Reclassified and Misclassif led interviews 

When the interview classf iCation does not coincide with the interview 

schedule used by the Interviewer, it is recorded on the "Interview ^ 

schedule anomolies" chart posted on the waSl. Gases are cross referenced 
on to the appropriate interview phase coding lists (A) . 
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IfiTERVlEU' COUIKG LIST 
PAekETS FOR eiliLD T£R-MI^:ATI0N 


PILOSE 








0065 


±/D 


4? X 


0066 


i/ U 


0 X 


0069 


zxu 


SPT 


0070 


ZD J 


X 


0071 




SPT 


0075 




ST 

w X 


0077 




•17 X 


0079 




ST 

1^ X 


0081 


ZZ / 


X 


0084 




wX 
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1 an 


Oa: X 


0090 




DXr X 
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1 ft/. 


Ot X 


0101 




iM X 
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OJr 1 


oio3 


ZDZ 


QT 
DX 


0105 


i/. Q 
XHO 
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XoZ 


Dx X 


0115 


ZD*? 


CvX 


0117 


**DX 


DX 


0120 




X 


0121 


•150 


ST 


0123 


329 


ST 


. 012s 


176 


ST 


0127 


399 


SPT 



RECORD OF CODING PROBLEMS 
iNTERVii SCHEDULES 



Date 
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CJ. Ref, 


Int, Ref, 
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Solution 
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CMEek EIST 
INTERVIEW PACKETS AND FOLDERS 



SET J_ 



DATE 



CODER 



ORiG. 



ERLC 



QUAt. 



TYPE 
INTERVIEW 



PACKETS 



TIME OUT 



TIME IN 



FOLDER. 
COMPLETI 



Gil 

CODE BOOK CHANGES 



interview Type: 



Date 


Originated 


Code Book 
Fage-Goi. 


Change to be Made 


Date 
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Name 



ate 



; Ihterv.' Cddirig 
Set it type Time 



QU^ITY (SONTRDL 
CODING OF INTERVIEW SeflEDULES 
prig./ Rev.:' 

2nd C. By COMMENTS; Accuracy, evalaat Ion ability^ speed 
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CODING QUEStfONS 



Physician: - - 

Children: ^^ame 



it if 


Code Book 
Pacre Col. Sheet 


Inteirview 
Page Item 


Problem 


Prdf 
Cdc 




















— 



























































































































































































































































































ERIC 



Date: 



Set ? Phase 



.ft Ct 
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• pu.t- M 



fat in 
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Interviewer Oath of Confidentiality 
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This is to certify that I 

will dbmply with the Federal guidelihes and hold cbhfidehtial all information 
about arid from Human Subjects as an interviewer In the Social Context of 
Stimulant Drug Treatment research. 

I will hot divulge the identity of the Human Subjects, will keep d)rifi- 
dential all statements made by the intervie>f»ees, arid will hold edrifideritial 
information about the iriterviewees. All iriformatidri which is part of the 
interviewer's naterials. I.e. Ihterview schedules arid all supplementary 
materials, Gorifidential Fact Sheet, arid audio tape, will be kept secure and 
protected from access from all but the principal Investigators and their 
desigriees. I will surrender these materials upon request of the priricipa! 
investigators, or their agents, at the deslgriated time arid place. 



Legal Sigriature 
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Appendix I 
Kent County Medical Bulletin 



Page Twenty Four 



KCMS Bolletin 



level of citizenship respchsibility." 

He said he favored a mandated health care insurance for every- 
one with government paying for the "same ticket" for the un- 
fortunate and needy. In addition to comments about government 
health cafe, he contended that the national welfare system needs 
to be tbtafly overhauled. 

"Physicians must be active to help decide what to do for whom, 
when and where," he advised. 

Doctor Roy, who did his obstetrics-gynecology residency at 
Detroit General Hospital, is a fo^er vice-speaker of the K^isas 
Medical Society House of Delegates. 

^ MSMS Department of Communications 

NATIONAL INSTITUTE OF MENTAL HEALTH AND 
OFFICE OF EDUCAIIOiSr AWARD LOCAL RESEARCH 
ON THE TREATMENT OF HYPERKINETIC CHILDREN 

A research entitied, "Social Context of Stimulan Drug Treat- 
ment," sponsored by the Nati^ faistitute of Mental Health and 
the U.S^ Office of Education B cOTentiy being conducted in the 
Grand Rapids atrea. The researchers, Sofessor Stanley S. Robin 
and James J. Bosco of Western Michigan University are working 
with the Grand Rapids Public School System witii Donald F. 
Waterman, M.D. and Dr. Edward Birch, Associate Superintendent 
for Special Education as consultants. 

The purpose of the research is to specify the relationdiips 
among parents, teachei^, and physicians in the treatment of hyper- 
kinetic children with stimulant medication. The r&earchers wiH 
interview a sample of children in the Grand Rapids Public School 
System who are or were on a stimulant medicatidjd, their parents, 
teachers, and physicians. All ihtervieifro will be collected with the 
written cphseht of the parents and all infonnatibh will be kept 
confidential. 

The topic of the treatment of hyperkirietic children with stimu- 
lant medications has been a cdtitrdversial arid volatile topic. While 
there has been a considerable body of research on the nature of 
on the efficacy and toxicity of the treatinent, 
^^^®_^^ A^^l^J^?>J?^_y» calm objective research on the ways in 
which physicims, parents,^ md teachers interact and function to- 
gether ni^e teeatment of the^yj5er^ diild. TTiis research 
will explore the^eatment^of hyperidneti^^ with stimulant 

medications from the perspectives of the parents, teachers, and 
physicians. 

The researchers may be reached at 1-860-442-4255. 
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Table 5.1 / 
Responses of Brand Rapids Parents ^ TeacRers and Physicians 
About Processes of Problem Recognition for Hyperactive Children in their Care 



Parents 
(n = 12) 



Teachers 
(n =12) 



Physicians 
{n =^0) 



Items and Responses 


T 




T 




T 


7k 


it brought up the idea that child has 
ihg or behavior problem? 














Child' s mother 


2 


18.18 


1 


8.33 


3 


30.00 


Child's teacher 


5 


45.46 


3 


25.00 


1 


10.00 


Child's father 






1 


8.33 


1 


10.00 


Other school personnel 


i 


9.09 


1 


8.33 


1 


10.00 


Former teacher 


1 


9.69 


1 


8.33 






Child's mother/father 




9,09 






1 


10.00 


Chi Id* s mother/ father/teacher 










1 


10-00 


teacher/other school personnel 






1 


8.33 






Child's mother/ teacher 










2 


20.00 


Other 


1 


9.09 










Don't know 






4 


33.33 







Missing data 

Did ydti {parent, spouse, teacher^ doctor) su 
any problem before this time? 

Yes 5 50.00 

No 5 50.00 

Missing data 2 

Who first brought up the idea that child needed 

professional help because of his/her problem? 

Child's mother 4 36.36 

Relatives 1 9.09 

Teacher 2 18.18 

Mother/ father 1 9.09 

Other school personnel 1 9.09 

Other 2 18.18 

Missing data 1 



3 
9 



25.00 
75.00 



Did you make the decision that the child heeded 
help because of his/her problem? 

Yes 

No 



5 
7 



41.67 
58.33 



2 20.00 
8 80.00 
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Table 5.i(a) J2 



Parents Teachers Physicians 
(ri = 12) (n ^ 12) (n = 10) 



Items and Responses f % f % 



If no^ did you take part in the decision to 
seek help for the child? 

Ygs 2 28. 57 



No 



5 71.43 



Who first brought up the idea that child needed 

medical help? ' 

Child's doctor 1 9.Q9 1 lO-O^ 

Child-smother 4 36.36 3 30.00 

Child's teacher 1 9-09 1 lO-Q® 

dthir school personnel 1 9.09 2 20.00 

Professional diagnostic organization 2 18.18 



Mother/father 

Other 

Father 



1 9.99 
1 9.09 



1 8.33 

11 91.67 

12 lOO.OQ 



Were ybU the first person to bring up the idea 
that ^hi Id needed medical help? 

Yes 
No 

Ben' t remember ^ 8.33 

Did you contact child's parents for help? 
Yes 
No 



1 8.33 
10 83.33 



10 83.33 
2 16.67 



1 10. do 



Mother/teacher ^ ^^'^ 

Don't know 1 lO'OO 

Missing data 1 

Did you make the decision to contact the doctor 
for medical help? 

Yes 

No 

bid you contact the doctor for help? 
No 
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Table 5.1(b) 



Parents ' teachers Physiciar 
(n = 12) (n = 12) (n = 10) 

Items and Respjohses f % f % f % 



Did you go to any other source inside or outside 
the school syston for help for the child? 

Yes 9 75.00 

No 3 25.80 



Did you provide help for the teacher at the 
pre-di agnostic stage? 

Yes 3 37.5 

No 5 62.5 

No pre-di agnostic stage 2 

bid you provide help for the parents at the 
pre-di agnostic stage? 

Yes 4 50.01 

No 3 37.51 

Don't remember 1 12.51 

No pre-di agnostic stage 2 



Parents Teachers Physicians 
(ri = 42) (n = 37) (n^ 37) 

Items and Responses f % f % f % 



How often is child seen for a check-up 
for his medication? 

Once a month 4 9.76 2 5.67 

6-11 times a year 1 2.44 

2-5 times a year 18 43.90 8 26.67 

Once a year 16 39.02 l4 46.67 

Over 2 years between visits 1 2.44 1 3.33 

Over 1, less than 2 years 4 13.33 



Other 1 2.44 



No 



Dbetbr schedules 


10 


24.39 


Doctor contacts 


3 


7.32 


ResjJbhdent requests prescrijition refill 


14 


34.15 


Respondent thinks necessary 


10 


24.39 


Doctor cbntacts/respbhdeht requests 
prescriptibri refill 


2 


4.88 


Respondent request prescript refill/ 
respondent thinks necessary 


2 


4.88 


Missing data 


1 





1 3.33 



Missing data 1 7 

bo you conduct periodic examinations of 
child to monitor treatment? 

"f^^ 25 78.13 



7 21.87 



Missing data 5 

If yes, how are periodic examinations 
scheduled? 

Doctor schedules 17 68.00 

Doctor contacts parent 2 8.00 

Parent requests prescription refill 4 16.00 

Parent thinks necessary 2 8.00 

How do you know when it's time to go to the 
doctor for a check-up? 
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Iteiiis and Responses 



% f '% f % 



Has respondent or spouse had speeia] visits 
with child's doctor because of problems or _ 
difficulties connected with the hyperactivity? 

Yes 16 39.92 

No 25 60.98 

Missing data i 

If yes, how many of these special visits in 

the past year ? 

One 6 37.50 

Two 3 18.75 

three 3 18.75 

Four i 6.25 

None 

Does the parent provide the doctor with 
information to help him determine if the 
medication has side effects for child/does 
the doctor use the information from home to 
help in such determination? 



3 18.75 



36 87.81 29 93.55 

5 12.19 2 6.46 



Yes 
No 

Missing data 1 ^ 

Qbes the teacher provide the doctor with in- 
formation to help him determine if the medi- 
cation has side effects for child/does the 
doctor use the information from school to 
help in such determination? 



Yes 
No 

Missing data 

does the teacher provide, or the doctor obtain 
directly from the teacher* information in order 
to evaluate child's treatment? 

Yes 

No 

Don't rananber 
Missing data 



7 19.44 23 76.19 
29 80.55 8 25.81 

1 6 



7 19.44 16 50.00 

29 80.56 14 43.75 

2 6.25 
i 5 
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Table 5.2(b) 




Parents 


Teachers 


Physicians 




(ri = 42) 


(ri = 37) 


(ri = 37) 


items and Responses 


f % 


f % 


f % 



If yeSi what type of ihfdnnati bh was obtained? 

Written description 2 14.29 

Verbal description 7 50.00 

- Written responses to specific qaestions 1 7:14 

Evaluation (other professional school 

pi5rsonnel) 1 7ll4 
0ther 
Missing data 

What kinds of tests arid procedures were anplbyed 
for the child's check-up? 

Neurological tests 

Rbutirie physical 

General observation 

Psychological tests 

Neurological tests/routine physical 

Neurdldgical tests/history 

Routine physical /general observation 

Routine physical /blood work 

Routine physical /hi story 
Neurol ogi ca] tests/routi ne physical/hi story 
Routine physical/pshchological tests 

Other 

Missing data 

Does the parent provide the ddctdr with 
irifdrrnatidn td help in rttairitairiirig a ddsage 
level df.medicatidn fdr child/ddes the doc- 
tor use the infomiation from home 1n such 
determination? 

Yes 34 82.93 28 90.32 

No 7 17.07 3 9.68 

Missing data 6 

Does the teacher provide the doctor with 
information to help iri mairitalnirig a ddsage 
level of medication for child/doesthe doc- 
tor use the information from school iri such' 
determiPfation? 

Yes 6 17.14 19 61.29 

No 29 82.85 12 38.71 

Missing data _ 2 6 
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3 


21.14 


2 




2 


6.25 


9 


28.13 


1 


3.13 


1 


3.13 


7 


21.88 


1 


3.13 


3 


9.38 


i 


3.13 


i 


3.13 


4 


12.56 


1 


3.13 


1 


3.13 


5 





Table 5;2(c) 



J7 



Parents ' Teachers Physiciahs 
(n = 42) (n = 37) (n = 37) 



Iteitis and Responses 


T 


of 

To 


T 




T 


of 

la 


Does the teacher provide information about 
changes in child's behavior to help evalu- 
ate medication treatment/does the doctor 
use the information from the teacher in such 
evaluation? 














Yes 






5 


13.89 


27 


87.10 


No 






31 


85.11 


4 


12.'90 


Missing data 






1 




6 




Was information obtained from other sources 
(school officials, scout leaders, relatives, 
etc.) about changes in child's behavior after 
medication was started? 














Yes 


oo 


/o.UD 


1/ 


AH K"? 
HO. 07 


7 

7 




No 


y 




1 o 

lo 




OA 


7T HO 


Missing data 


1 




Z. 




0 




How often do the parents arid teachers have 
meetings with each other to check up dri how 
things are gbirig with the child? 














Once a year 


2 


4.88 


2 


5.71 






Couple times a year 


9 


21.95 


5 


14.29 






3-4 times a year 


8 


19.51 


9 


25.71 






5-6 times a year 


7 


17.07 


2 


5.71 






7-11 times a year 


3 


7.32 


1 


2.86 






Once a month 


3 


7.32 


3 


8.57 






More thari drice a month 


5 


12.20 


10 


28.57 






When teacher calls 


1 


2.44 










When respondent thinks it is time 


1 


2.44 










Other 


2 


4.88 


- 
1 




2.86 






Teacher thinks necessary/parent requests 






i 


2.86 






Never 






i 


2.86 






Missing data 


1 




2 








Does parent provide^ or doctor use, infor- 
mation abdUt child's behavior at home to 
evaluate treatment? 














Yes 


37 


92.50 






31 


idd.od 


No 


3 


7.59 










Missirig data 


2 








5 
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Table 5.2(d) 



J8 



Parents Teachers Physicians 
(n = 42) (n = 37) (h - 37) 

f % 



Items and Responses 


f 


% 


T 




Th th^ h^<:t vpar hriw rnanv rneetinGis have there 
been between the parent and teacher to discuss 


















hew things are gding? 










None 


_ 
1 


2.44 






i 


3 


7.32 


3 


8.57 


2 


11 


26.83 


4 


11.43 


3 


13 


31.71 


8 


22.85 


4 


2 


4.88 


8 


22.86 


5 


1 


2.44 


3 


o.b/ 


6 


3 


7.32 






7 


1 


. 2.44 


- 

1 


: 2;86 


8 


3 


7.32 


1 


2.86 


9 


1 


O A A 

2.44 






10 








O. 3/ 


12 






2 


5.71 


t*f 


1 


2.44 






i c 
lo 






1 


2.86 


0/ 


X 


2.44 












1 


2.86 


Mi^^ihQ data 


1 




2 




Rn thp avpradp how often during the year 
does the teacher meet with the parents of 


















all of the children in his/her class? 










z 






20 


60.61 


3 






9 


27.27 


4 






3 


9.09 


8 or more 






1 


^ no 


Missing data 










Is information provided to the teacher about 










the child's condition and treatment to help 










the teacher do a better job in working with 










the child in the classroom? 










Yes : 


39 


95.12 






No 


2 


4.88 






Don't remember 










Missing data 


1 









9 28.13 

21 65.63 

2 6.25 
5 
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Table 5.2(e) 



Parents Teachers Pbysiciatis 
(h = 42) (n = 37) (ri « 37) . 

Items and Responses f % f % f - % 



Has the parent^ spouse, doctor consulted with 
new teachers at the beginning of the school 
year to help them relate to and teach child? 

Yes 35 85,37 5 16.13 

No 6 14.63 25 80.64 

bdh't ranartber 1 3.23 

Missing data 1 6 

Does parent serve as a chanhel of informatibh 
between teacher and doctor? 

Yes 31 75.61 

No 9 21.95 ^ 

Bon*t know 1 2.44 

Missing data . l 

If yes, is the information usually spoken or 
written? 

Spoken 24 80.00 

Written • 1 3.33 

Both 5 16.67 

Missing data 1 

Has the medication been stopped on a trial 
basis to see if the child still needs it? 

Yes 32 76.19 8 22.22 19 61.29 

No 10 23.81 28 77.78 12 38.71 

Missing data 1 6 

Has parent suggested to the doctor that 
medication be discQhtihued on a trial basis 
to see if child still heeds it? 

Yes 13 30.95 

No 29 60.05 

Has teacher suggested medleatibri be stopped 
oh_a trial basis to seg if child still heeds 
it? 

Yes . 5 13.51 

No 32 86.49 
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Table 5.2(f) 



3W 



Items and Responses 



Parents 
(n - 42) 

f % 



Teachers 
(n - 37) 

f % 



Phj-sicians 
(n = 37) 

f % 



Has. parent requestecl of the doctor that 
riiidicatibn for child be ended? 

Yes 

' No 

Don't rananber 

Has teacher requested that medication for 
child be ended? 

Yes 

No 



3 7.14 
38 90.48 
1 2.38 



3 

34 



8.11 
91.89 
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Table 5.3 

Responses of Grand Rapids Parents i Teachers and Physicians 
About Adjunctive Therapy for Hyperactive Children in Their Gare 



Jli 



Types Of Adjunctive Therapy 
That Were Currently or Previously Used 



Parents 
(n = 48) 



Teachers 
(n = 36) 



Physicians 
(n ^ -26) 



f 


% 


f 

--- 


% 


f 


% 


14 


29.14 


o 

o 




q 


"^fi on 


5 


10.42 


1 


2.78 




o. tiu 


6 


12.5G 


2 


5.56 


1 


4.00 


4 


8.33 


1 


2.78 


2 


8.00 


7 


14.58 


5 


13.89 


6 


24.00 


14 


29.17 


8 


22.22 


5 


20.00 


iz 


25.00 


16 


44.44 


2 


8.00 


5 


10.42 


3 


8.33 


4 


16.00 


6 


12.50 


13 


36.11 


2 


8.00 


8 


16.67 


10 


27.78 


6 


24.00 



Types of adaUhctive therapy _that were 
eurrehtly or previously used: 

Coanselihg 

Special diet 

Changes in ways of reacting to child 

Psychiatric treatment 

Special education 

Changes in home life 

Changes in classroom procedures 

Counseling for parents 

Behavior modification 

Other 
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Table 5.4 

Responses of Srarid Rapids Parents, Teachers arid PHysieiaris 
About Processes of Diagnosis for 
Initiation Phase of Hyperactive Children iri Their Gare 



J12 



Parents 
(n = 12) 



Teachers 
(n = 12) 



Physicians 
(n-16) 



items ana Kesponses 


T 




T * 


T 


To 


Were you informed of the child's diagnosis? 












Yes 


10 


83.33 


11 91.67 






No 


2 


16.67 


1 8.33 






If yes, by whom? 












uocuor 


/ 


/U. UU 


1 Q HQ 






ocnoo 1 psycnoiogisu 


•1. 
I 


lU. UU 


1 3. U^ 






School social worker 






1 9.09 






School nurse 






1 9.09 






Parent 












Other professional 


1 


10.00 








School social workev/school psychologist 






1 9.09 






Parent/other 






1 Q no 






Teacher/ school ds vchol oai st/ori nci Dal 


1 


16 •00 








Pri rici pal/parent/couhseldr 






1 9.09 






Mi ssi ng data 












Did the parents and doctor discuss the details 
and meariirig of the child's diagnosis? 












Yes 


o 
o 


/i. /3 




3 


lUU.UU . 


No 


o 


CI . Li 








Not diagnosed 








1 




Mi ssi rig data 


1 










How long (number of minutes) was the doctor's 
visit during which the diagnosis was made? /• 












16 min. 


1 
1 










12 min. 


1 


9.09 




1 


12.50 


29 min- 


2 


18. 18 




3 


37.50 


22 min. 


1 


9.09 








3G min. ' ; 


3 


21.21 




i 


12.50 


37 min. 


1 


9.09 








45 miri. 


1 


9.09 




i 


12.50 


96 mini 








1 


12.59 


Can't rotleiilber/don' t know 








1 


12.50 


Other 


1 


9;e9 
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Mifcfcina data/no diaanoqnq 



Table 5. 4(1) 



Ji3 



Items and Responses 

Did you arrange a cOrisUltati on with other 
medical specialists? 

Yes 

No 

Did you talk with the teacher about the child's 
behavior and learning in school to arrive at a 
diagnosis? 

Yes 

No 

Not diagnosed 

Did you request samples of child's school work, 
test results, observations, anecdotes or written 
reports from the teacher to help you make the 
diagnosis? 

Yes 

No 

Don' t remember 

Did the doctor receive samples of child's school 
work, test results, observations, anecdotes or 
v#ritten reports from the teacher to help you make 
the diagnosis? 

Yes 

No- 

Don't remember 

Did you talk to the doctor about the child's 
behavior at home? 

Yes 

No 

Don't ronember 

Did the parent suggest the child might be 
hyperactive before the doctor made the 
diagnosis? 

Yes 

No 

Don't remember 
Missing data 



Parents 
(n = 12) 

f % 



Teachers 
(h = 12) 

f % 



Physieiahs 
(ri = 10) 

f % 
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7 
5 



58.33 
41.67 



8 66.67 
3 25.00 
1 8.33 



63.64 
27.27 
9.09 



2 
8 



20.00 
80.00 



1 11.11 
8 88.89 
1 



4 40.00 

5 50.00 
1 10.00 



2 20.00 
7 70.00 
1 10.00 



2 22.22 
4 44.44 

3 33.33 
1 



Table 5;4(b) 

i 



Ji4 



Parents Teachers Pbysicjaos 
(ri = 12) (ri = 12) {h = 10) 

items and Responses f % f % f % 



Did ydU suggest that child might be hyperactive 
before the doctor made the diagnosis? 

Yes 

No 

Did you explain the child's diagnosis to other 
maijbers of the family who were did enough to 
understand? 

Yes 

No 



No other family manbers 
Missing data 

Did you tell members of the school system about 
the child's diagnosis? 

Yes 

Bid you conduct or have conducted any tests or 
other diagnostic or evaluative procedures in 
order to develop ah understanding of the nature 
of the child's cdhdition? 

Yes . 

NO 

bid you talk with the doctor about the child's 
behavior and learning in school? 

Yes 

No 



2 
10 



6 
2 
3 

1 



75.00 
25.00 



12 100.00 



16.67 
83.33 



8.33 
91.67 



8.33 
91.67 



Did you record the medical diagnosis in child's 
cumulative record? 

Yes 

No 

Missing data 



10 



9.09 
90.91 



Did you communicate child's medical diagnosis to 
others in the school system? 

Yes ■ • 

No 



58.33 
5 41.67 
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Table 5;4(c) 



Items and Responses 



Parents ' 
(n = 12) 

f % 



Teachers 
(n = 12) 

f % 



Physicians 
(n = 10) 

f '% 



66.67 
33.33 



16.67 
83.33 



5D.00 
50.00 



4 

6 



3 
5 
1 
1 



5 
4 
1 



40.00 
60.80 



33.33 
55.56 
11.11 



50.00 
40.00 
10.00 



Were the teacher or other school personnel 
helpful in arriving at the diagnosis? 

Yes 8 

No 4 

Did the teacher and doctor discuss the details 
and meaning of the child's diagnosis? 

Yes 2 

No 10 

Don't remember 

Not. diagnosed 

Did you discuss the details and meaning of 
child's diagribs is/condition with child? 

Yes 7 63.64 6 

"No 4 36.36 6 

Don't renieiiiber 

Missing data 1 

Did the parents and teacher* of any other 
menibefs of the school system * talk about the 
details and meaning of child's diagnosis? 

Yes 8 72.73 5 41.67 

No 3 27.27 7 58.33 

Missing data 1 

If yes J 'do you feel that your discussion with 
the teacher or other school personnel helped 
you understand more about child's condition 
or school situation? 

Yes 6 85.71 

• No ' 1 14.29 

Missing data 1 

When child was being diagnosed, did you 
request cdrisUltatibh w-ith one or more 
specialists in addition to your doctor? 

Yes . 3 27.27 

No ' 8 72.73 

Missing data i 
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Tablisi 5i4(d) 



ji6 



Items and Responses 



Parents 
(n ^ 12) 

f % 



Teachers 
(h ^ 12) 

f % 



ncians 
(H = 10) 

f i 



Bid yoa discass the nature of child's 
eoridition with the class? 

Yes 

No 



1 8.33 
11 91.67 
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Tabli 5.5 

Respdhses of Grand Rapids Parents, teacherS; and Physicilins 
About Processes of Medication Treatment for Ihitiatibh Phase of 
Hyperactive Children in their Care 



Items and Responses 

bid you recommend use of medication? 
Yes 
No 

; Don't remenber 
' Missing data 
If yes, was it a specific medication? 

Yes 

No 

Whose deci si d|i was it to use medication treat- 
ment for child? 

Doctor 

Parent 

Teacher 

Doctor/parent 

Dbetbr/pareht/ teacher 

Other 

Dbn't know 

Missing data 

Did you explain to hbusehbld nianbers bid ehbugh 
to understand why child is taking medieatibh? 

Yes 

No 

Did ybti tell the teacher s bthersi in the school 
systan, that child was being treated with itiedi- 
catibri? 

Yes 

Nb . . 

Don't remember 
Missing data 



Parents 
(n = 12) 

f % 



Teachers 
(n = 12) 

f % 



icians 
(n = ID) 

f % 



A 
6 
1 

i 



4 
3 
1 
1 
1 
1 



8 
4 



6 
5 



36.36 
54.55 
9.09 



2 50.00 
2 50.00 



36.36 
27.27 
9.09 
9.09 
9.09 
9.09 



66.67 
33.33 



54.55 
45.46 



2 16.67 
10 83.33 



1 50. QO 
1 50.00 



3 
2 
1 

i 



8 

4 



■41.67 
25.40 

16.57 

8.33 
8.33 



56.67 
33.33 



9 90.00 
1 10.00 
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Table 5.5(») 



items and Responses 



Parents Teachers Pbysicians 
(n = 12) (n = 12) (h = 10) 

f % f . % f % 



Did you record in child's cUmiiiulative record 
that he/she was being treated with medication? 



Yes 
No 



2 16.67 
10 83.33 



Were any other means of dealing with child tried 

before medication was begun? ^ 

Yes 8 72.73 8 66.67 3 30.00 

No 3 27.27 2 16.67 6 6L'.00 



Don't remember 
Missing data 

Was there any predisposition" oh the part of any 
adult in child's life to treat him/her with 
medication? 



2 16.57 1 10.00 



res 

No 

Boh't remanber - ^ 10.00 



Has there been any change in the medication 
treatment of child since treatment began? 

Yes 6 50.00 3 25.00 

fj5 6 50.00 8 56.67 

< 

Don't remember 



1 8.33 



Do you give child's pi H to him/her each time 

it is taken at home/school? 

Yes 9 81.82 1 8.33 

No 2 18.18 11 91.67 



4 40.00 

5 50.00 



Did you tell the teacher the child was being 
treated with medication? 

Yes 11 100.00 1 10.00 

No 9 ^^^^ 

Missing data 1 

Did you talk to child about what miadication is 

supposed to do for him/her? __ __ 

Ygs 11 100.00 4 33.33 6 69. Q3 

No 

Missing data 1 



8 66.67 4 40.00 



Table 5.5{b) 



J19 



Items and Respdhses 



Parents 
(n = 12) 

f % 



Teachers 
(n ^ 12) 

f % 



41.67 
58.33 



3 
2 
2 
i 
3 
1 



1 

11 



27.27 
18.18 
18.18 
9.09 
27.27 



8.33 

91,67 



sicians 
(h = 10) 



Where is medication kept at home/school? 

Medicine cabinet 1 11.00 

Kitchen 8 88.89 

Doesn't take at school 

Nurse's office 

Child's possession 

Teacher's jsbssessibri 

Don't know 

Missing data 3 

Did you adjust or change the dosage or time 
when child takes his/her medication? 

Yes 5 

No 7 

bid you talk to child's parents about what the 
medication you prescribed for child is supposed 
to do? 

Yes 

DO you know who sees to is that child takes 
his/her medication at school? 

Yes 7 

No 1 

Doesn't take ut school 3 

Missing data 1 



Id idd.dd 



87.50 
12.50 



ERIC 
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Table 5.6 
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Responses of Grand Rapids Parents, Teachers 


and Physicians 






About Psychological and Social Support for 


Hyperactive Children in Their Care 




Parents 


Teachers 


Physicians 


Items and Responses 


f 


% 


1 A* 


f 


% 


Has the teacher or doctor attempted to 
provide child *s parents with support 
and reassurance about their child? 






(n ^ 93) 


(n 


= 115 ) 


Yes 






85 92.39 


79 


84.95 


No 






7 7.61 


10 


10.75 


Don't remember 








4 


4.30 


Missing data 






1 


22 




Has the teacher expressed any frustra- 
tions or feelings of difficulty to you 




= 182) 




(n 


= 115) 


about teachina child^ 












Yes 


99 


55 6? 








No 


79 


44.38 




62 


65.96 


Not in school when medication 
tenminated 


4 










Don* t remeriber 








10 


10.64 


If yes, have you tried to help teacher 
Hpal with 1"hp*;p "Ppplina^**^ 


(n 


= 99) 




(n 


= 22) 


Yes 

i CO 


91 


92.85 




11 


52.38 


No 


7 


7.14 




6 


28.57 


Dhh't rpitipmhpr 








4 


19.05 


rl 1 b 5 1 ng Ua La 


i 






1 




Has child been teased or made fun of., 
because of taking medication? 


(n 


= 167) 


(h = 68) 


{h 


= 115^ 


Yes 


25 


15.06 


6 8.96 


2 


2.17 


No 


135 


81.33 


59 88.06 


45 


48.91 


Don't know/ remember 


6 


3.61 


2 2.99 


43 


46.74 


Other 








2 


2.17 


Missing data 


1 




1 


23 
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Table 5;6(a) 



Parents Teachers Physicians 
Itaris and Responses f % f % f % 



Has child been teased at home because 




= 182) 


Ku 








of his/her condition or treatment? 














Yes 


31 


17.03 


6 


9.09 


3 


3.26 


No 


151 


82.97 


45 


68.18 


45 


50; 00 


Don't know/remember 






15 


22.73 


42 


45.65 


Other 










1 


1.09 


Missing data 






2 




23 




If yes, have you done anything about it? 




= 31) 


(n 




Cn 




Yes 




?u • / / 


•3 
O 




o 
c 


OO. O/ 


No 


i 


3.23 


3 


50.00 


1 


33.33 


If yes, what has been done? 




= 36) 


(n 


= 3) 


(n 


= 2) 


Nothing 


2 


6.45 


3 


50.00 






Worked with child 


2 


6; 45 










Spoke to teaser 


19 


61.29 










.Spoke to parents of teaser 


2 


6.45 


2 


33.33 






Disciplined teaser 


4 


12.90 










Worked with child/spoke to 
teaser 


2 


6 45 










Sooke to Darents nf rhilri 






1, 




1 
1 


Rfi hri 


Spoke to parents of child/ 
worked wi1"h rhilH 










t 
1 


f;n nn 
3u« uu 


Has child been teased at scho^ because of 
his/her condition or treatment? 


(n 


= 182) 


(n = 


= 80) 


(ri = 


= 115) 


Yes 


54 


3Q.51 


22 


27;5e 


1 


1.11 


No 


114 


64.41 


58 


72.50 


44 


48.89 


Don't know 


9 


5.09 






45 


50; 00 


Not in school when medication 
terminated 


3 












Missing data 


2 








25 




If yeSi did you do anything about *;t? 


(JL: 


54) 


(n = 


= 22) 


(n = 


= 1) 


Yes 


36 


70.59 


22 


idd.dd 


1 


Idd.dd 


No 


15 


29.41 










Missing data 


4 








25 
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Table 5.5(b) 
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Parents Teachers Physicians 



Items arid Respbrises 


f 


% 


f 


% 


f % 


If yes, what was done? 








^^) 




talked to teacher 


13 


36.11 








Talked to principal 


2 


5.56 


1 


4.76 




Talked to child 


5 


13.89 


3 


14.29 


1 lee.eo 


Talked to others in school 
system 


2 


5.56 






• 


Talked to teacher/priricipal 


6 


15.67 








Talked to teacher/child 


5 


13.89 








Talked to teacher/others in 


1 
1 


9 7Q 

dm iO 








Talked to chi Id/teaeher/prih. 


1 


2.78 






N 


Talked to/disciplined teaser 


1 


2.78 








Chariged rbutirie of child 






1 


4; 76 




Talked to teaser 






9 


42.86 




Talked to class 






5 


23.81 




Talked to child/teaser 






1 


4.76 




Talked to parents of child/ 

ULricro 111 bCilUU 1 Lcin/ Lcaoci 






1 


*f. /O 




Missing data 






i 






Fin ^Hiil'hQ niv/o r'hilH ^ *'h^v*H "f^irnck" Ho^ahco 
u\J _ uuu lu^ ^ivc diiiu.a fjafu ciiiic dccquo c 

he/she is taking medication? 


(n = 


167) 


(n = 


86) 


(n = IIS) 


Yes 


13 


7. IS 


2 


2.53 


2 2.20 


No 


154 


92.22 


73 


g2;41 


48 52; 75 


Don't know 






4 


5.06 


41 45.05 


Missing data 






1 




24 


if yesi what has been done? 


(n ^ 


13) 


(n = 


2) 




Ndthihg 


1 


7;69 


1 


50.00 




Talked to adults 


io 


76.92 


1 


50.00 




Talked to school personnel 


2 


15.39 
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Table 5, 5(e) 



Parents ' Teachers Physicians 
Items arid Responses f % f % f % 



Has child had personal doubts or bad feelings 
that seemed to stem from the use of medication? 

Yes 

No 

Don't know 
Missing data 

If yes^ have you helped the child deal with 
these doubts and feelings? 

Yes 

No 

Have you dbined or attended meetings of narents 
to discuss probleris and hold rap sessiCuS about 
their hyperactive children? 

Yes 

* No 

Have you gotten together infqnnally with other 
parents of hyperactive children to share con- 
cerns and information? 

Yes 

No 



(n = 


167) 


(n = 


80) 


(h = 


115) 


28 


16.87 


13 


16.25 


4 


4.35 


134 


80.72 


57 


71.25 


69 


75.00 


4 


2.41 


10 






on - £c 


1 








23 








(n = 


13) 










12 


92.31 










1 


7.69 






(n - 


182) 










38 


20.88 











144 79.12 

( n = 18 2 ) 

72 39.56 

110 50.44 



ERIC 



Tcible 5-7 J24 
Responses of Grand Rapids Parents^ Teachers and Physicians 
About Attitudinal Context for Hyperactive Children in Their Care 



^ 


Parents 


Teachers 


r\ i_ — • • 

Physicians 


Items and Responses 


f 


% 


f 


% 


f ^ % 


Has child been treated unfairly because of 
his/her diagnosis 


(n 


= 182) 


V" 


= 93) 


(a = m) 


Yes 


64 


35.16 


12 


12.90 


3 3.16 


No 


lie 

A X w 


63.74 


76 


81.72 


54 56.84 


Don't know 


2 


1.10 


5 


5.38 


38 40.00 


Not appli cable-not diagnosed 










5 


Missing data 










26 


If yes, who treated child unfairly? 


> 

(n 


= 64) 


(n 


^ 12) 


(n = 3) 


Parents 


2 


3.17 


3 


25.00 




Teachers 


16 


25.40 


2 


16.67 


1 25.00 


School jDersbririel 


5 


7.94 








Other children 


21 


33.33 


6 


50.00 


2 50.09 


Relatives 


4 


6.35 






1 25.00 


Adult friends/ neighbors 


2 


3.17 








Parents/other children 


i 


1.59 








Teachers/school personnel 


2 


3. 17 








Teachers/other children 


i 


1.59 








Teachers/rel ati ves 


X 


1 59 








Teachers/adult friends & 
neighbors 


3 


4.76 








Relatives/adult friends S 
neighbors 


i 


1.59 








Everyone 


2 


3;17 








Mother 


i 


1.59 








School personnel /other 


1 


1;59 








Parents/teach ^rs 






1 


8.33 




Missing data 


1 
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Table 5;7(a) 



Parents Teachers Physicians 



Items and Responses 




f 


1 


f 


% 


f 


1 


Do you think child might have a better chance 
for success at school if his/her teachers and 
other school personnel did not know about his/ 

ilci UiayiiUbib aiiU UicauilcriL; 


In 


— xoc. y 




= Q'^\ 

- 33> 


^n 




Yes 


25 


14.12 


16 


17.39 


4 


4.26 


No 


136 


75.84 


67 


72.83 


69 


73.49 


uon L Know 


1 9 


^ 7Q 
D. /o 


4' 


4-. OO 


90 


91 9A 
^I. 


^cnoo J personne i no u i nTormea 


o 
O 


X - 7n 
t . /U 


C 
D 




X 




uuner 


1 












nU L 111 bUiiUU 1 Wilcii incUiUaLiUri 

tenniriated 


3 












Not diagnosed 










4 




Missing data 


; 2 




i 




28 




Do yd Li perceive any differences between your own 
and ydUr spouse's attitude toward treatment? 


(n 


= 167) 










Ves 


29 


23.58 










No 


94 


76.42 










No spouse 


38 












Missing data 


6 












If yes, name differences. 


(n 


= 29) 










Both positive^ spouss less positive 


5 


22.73 










DOUn pOoiUiVCs 5pOUoc mOFc p05iLiVc 


X 












douh nega Lives spouse more negative 


1 












zse 1 T posiuiVcj spousc negative 


±1 
II 


3U. wU 










Oc 1 T n6§aUiVc) SpOUoc pOSiUIVc 




Q no 










ether 


2 


9.Qg 










Missing data 


7 












Has the fact that child has been diagnosed as a 
"hyperactive child" seemed to make some people 
around him/her blind to child's other qualities? 




= IP?) 








= 126) 


Yes 


78 


42.86 


14 


15.22 


8 


8.68 


No 


96 


52.75 


75 


81.52 


47 


51.99 


Ddft't kndw 


8 


4.40 


3 


3.26 


37 


40.22 


Not diagnosed 










5 
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Parents teachers Physicians 
Items and Responses f % f % f * 



if yes, who tends to be this way? { n = 78 ) ( n = 14 ) - 8 ) 

Parents 4 5.41 2- 33.33 

Teacher 8 10.81 5 35.71 1 16.67 

Physician 2 2.70 2 14.29 

Other children 9 12.16 1 7.14 1 16.67 

Relatives 16 21.62 1 16.67 

Adult friends/neighbors 6 8.11 

Parents/other children 1 1.35 

Parents/rel ati ves i 1 . 35 

Teacher/phy:>ieiari 1 1.35 3 21.43 

Teacher/rel ati ves 5 6. 76 

Physician/other children 1 1.35 

Other children/relatives 4 5.41 



Other childreri/adult friends & 

neighbors 3 4.05 



Other children/strangers 1 1.35 

Relatives/adult friends & 

neighbors 3 4.05 

Everyone 4 5.41 1 7.14 

Parents/other children/adult 

friends & neighbors 1 1.35 

Parents/other ehldreri/adult 

friends S rieighbbrs/rel atives 1 1.35 

Teacher/physician/relatives 1 

Teacher/jDhysici ih/aduit friends 

& neighbors/strangers 2 2.70 

Substitute teacher 1 7.14 

Physician/strangers 1 7.14 

Can*t say for certain 1 16.67 

Missing data 4 2 



EKLC 



Table 5;7(c) 



J27 



Parents 



Teachers 



Physici ans 



Items and Responses 


f 


% 


f 


% 


f 


% 


Do you think child might be happier at school 
if others did_ribt know abbtit his/her diagnosis 
arid treatment? 


(n - 


182) 


(fl = 


^) 




= 115) 


Yes 


31 


17.51 


12 


13.54 


4 


4.49 


No 


118 


66.67 


59 


67.05 


DU 


03.93 


Don't know 


20 


11.30 


10 


11.36 


27 


29.67 


School personnel i others, 
not informed 


8 


4.52 


7 


7.96 






Not in school when medication 
tenniriated 


O 












Not diagnosed 














Mi ssi rig data 


c 




c 

3 








0b you think child might_be happier at home 
if others didribt kribw bf his/her diagnosis 
arid treatmerit? 


(n - 


182) 








= 115) 


Yes 


25 


13.74 






. 5 


5.49 


INO 




oh 77 
OU* / / 






75 




Bori't know 


o 

O 


A An 






1 1 

11 


1 9 ho 


Others do not know 


4 

c 


i - i ri 










Not diagribsed 










A 




m ssi ng aa ua 










31 




Do you think child_benefits at school because 
school personnel know of his/her diagnosis and 
treatment? 




XOC y 


fn 

V H 






= 115^ 


Yes 




7Q 77 
/O. / / 


DU 


DO . 70 


D3 


/ X • HO 


No 


28 


15.64 


14 


15.39 


8 


8.79 


i Don't know 


7 


3.91 


12 


13.19 


18 


19.78 


School personnel riot irifbrmed 


3 


1.58 


5 


5.50 






Not in school when medication 
i termi nated 


3 












Not diagnosed 










4 




Missing data 






2 




31 





ERIC 



Table 5.7 (d) J28 



Parents teachers Physicians 
Items and Responses f % f % f % 



bo sou think child benefits at home because the _ ^ _ _ 

family knows of his/her diagnosis and treatment? ( n = 18Z j - ^^i ^ " ~ - t-^^ ^ 

Yes 134 73.63 68 73; 12 

No 45 24.73 15 16.13 

Don't know 3 1.65 10 10.75 

Not diagnosed ^ 
Missing data 



ERIC 



Table 5;8 

Responses of Grand Rapids Parents^ Teachers 'lid Physicians 
About Termination of Medication 



J29 



J Parents Teachers Physicians 

(n - 113) (n = 31) (n.= 68) 

items and Responses f % f % f % 



Why was child*s medication stopped? 

Child no longer needed medication 37 32.74 1 3.23 

Medication doing ho good t3 11.50 

Parents didn't like idea of medication 16 14,16 3 9,68 

Doctor didn't like idea of medication 7 6.20 

Parents terminated medication 

Child no longer, heeded medicatioh/side 
effects tod great 

Chi Id no longer needed medication/ 
parents didn't like idea of medication 

Child ho longer needed medicati oh/doctor 
didn't like idea of medication 

Child ho longer heeded medication/pansnts 
terminated medication 

Child no longer needed riled icatidh/bther 
family or friends didn't like idea of med. 

Medication doing ho good/doctor didn't 
like idea of medication 

doctor-parents, didn't like idea of med. 1 0.89 

Child rid Idhofir needed raedieatloh/parents 
didn't like fdea df medi cati oh/other 

Doctor-parents didn^t like id of medica- 
tion/ medication doing no good' 

Side effects tod great 9 7.97 1 3.23 

Child didn't like idea of medication 2 1.77 

Teacher didn't like idea of medicaticn 3 2.65 3 9.68 

Medication doing no good/side effects 

too great 3 2.66 



Side effects too great/parents didn't 

like idea of medication 2 1.77 

Parerits didri't like idea df med. /other 1 6.89 



Chi Id no longer needed medication/child 

didn't like idea of medication ' 2 1.77 

Side effects tdd great/child didn't like 

idea df medicatidh/dther 1 0,89 

Child ho longer needed medication/medi- 



15 


26.32 


6 


10.53 


4 


7 6? 


1 


1.75 


g 


15.79 


1 


1.75 


I 


1.75 


1 


1.75 


1 


1.75 


1 


1.75 


1 


1.75 


1 


1.75 


1 


1.75 


1 


1.75 
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Table 5;8(a) 



J30 



Items and Responses 



Parents 
(n = 113) 

f % 



Teachers 
(n = 31) 

f % 



Why was child's medication stopped? (Gbht'd) 

Medication doing no good/parents didn' t 
like idea of medication 

Child-parents didn't like idea of medi- 
catidh 

Side effects tod great/parents-teachers 
didn't like idea of medication 

Parents-doctor dion't like idea of 
medication 



Don't know 
Other 

Missing data 

Did yoa (parent, spouse, teacher of doctor) 
suggest that medication be ended? 

Yes 

No 

Don't remember 
Missing data 

If yes, to whom? 
Parent 
teacher 
Doctor 

Teacher/doctor 

Teacher/doctor/other 

Teacher/other 

Parent/other school personnel 
Other 

Missing data 



3 
1 



11 



51 
52 



7 
7 

37 
6 
1 
1 



2.66 
0.89 

0.89 
9.74 



53.98 
46.02 



11.29 
11.29 

59.68 
9.58 
1.61 

i.iei 

4.84 



1 3.23 



17 54.84 
4 12.90 



6 20; 09 
24 80.00 



4 66.67 



1 16.67 



Physicians 
(n = 68) 

f % 



9 
4 
11 



24 
30 
3 
11 



15.79 
7.02 



42.11 
52.63 
5.26 



23 100. 00 



Did ybu have ah advance ihdieatlbn of when 
child's treatment would end? 

Yes 

No 

Don't remember 
Missing data 



13 
34 
2 
19 



26.53 
69.39 
4.08 



ERIC 



Table 5.8(b) 



J31 



Parents - Teachers Physielahs 
(n = 113) (n ^ 31) (ri = 68) 

Items and Respdhses f % f % f % 

Did you (parent, spouse, doctor) make any 
special plans for the procedures for ternii- 
hatihg child's medication? 

Yes 37 33.64 3 5. 66 

No 73 66.36 47 88.68 

Don^t know 3 s^gg 

Respdhdeht did hot terminate medication 1 

Missing data ^3 14 

Did you try a trial discdhtinuatiori of medica- 
tion as a method df finding if child's medica- 
tion should be stopped/child hd lahger heeded 
medication? 

Yes 57 50.89 26 52.00 

No 55 49.11 22 44.00 

Don't remember 2 4.00 



Missing data 


; 1 








18 




Did yoo discuss with child the possibility 
that medication might no longer be needed? 














Yes 


61 


54.96 


2 


6.67 


11 


22.92 


No 


47 


42.34 


27 


90.00 


31 


54.^8 


Don't remember 


3 


2.70 


1 


3.33 


6 


12.50 


Missing data 


2 




1 




20 




Was medication for child started again at any 
time after being stopped? 














Yes ' • 


11 


9.74 


4 


13.79 






No 


102 


90.27 


18 


62.07 






Don't remember 






7 


24.14 






Missing data 






2 








Did you collect information from the teacher in 
order to decide whether to stop the medication? 














Yes 


55 


50.93 






15 


27.78 


No 


51 


47.22 






37 


68.52 


Don' t know 


2 


1.85 










Don't remember 










2 


3.70 



Child not in school when med. terminated 5 

Hissing data 14 



ERIC 



Table 5.8(cj 



j32 



Items arid Responses 



Parents 
(n = 113) 

f % 



Irs 
(n = 31) 

f % 



Physieiabs 
(ri = 68) 



Did child have any fears or doubts about 
stopping the medication? 

Yes 

. No 

Don't know 
Don't remember 
Missinc data 

Did you (parent, spouse, doctor) discuss 
ending medication treatment for child with 
his/her teacher? 

Yes 

No 



9 

101 



8.18 
91.82 



1 
18 

10 
2 



3.45 
62.07 

34.48 



47 
62 



43.12 
56.88 



28 
15 

25 



2 
53 



65.12 
34-88 



3.51 
92.98 









L 


J. 51 


y^iti lu iiuL III 5cnoo 1 wiicM incQ. terimnai.eQ f 
















11 




Did you conduct a physical examination of child 
to determine if the condition was sufficiently 
improved to discontinue medication? 










Yes 






13 


26.53 


No 






36 


73.47 


Respondent did not terminate medication 






1 




Mi SSI rig data . 






18 




Did you make any changes in educational program 
or in your classroom's interaction with him/her 
aft^ r child ended medication? 










Yes 


7 


25.00 






No 


20 


71.43 






Dont' remember 


1 


3.57 






Missing data 


3 








bid you counsel/advise chMd's parerits about ways 
of dealing with child after stdfiTirig medicatibri? 










Yes 


7 


25.00 


14 


33.33 


No ■ . • 


20 


71.43 


25 


59.52' 


Doh'x. ' emeniber 


i 


3.57 


3 


7.14 


Missing data 


3 




25 
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Table 5.8(cl) 



J33 



Iteiiis and Respbrises 



Parents 
(n = 113)' 

f % 



Teachers 
(n ^ 31) 

f % 



Physicians 
(n = 68) 

f * 



3.45 
52.07 

34.48 



27.78 
68.52 

3.78 



did vou collect infomation from the teacher in 
order to decide whether to stop the medication? 

Yes 55 50.93 15 

No 51 47.22 37 

Ddri't know 2 1.85 

i3on' t remember 2 

Child not in school when med. terminated 5 

Rissing data 14 

Did child have any fears or doubts abbtit 
stopping the medi cation? 

Yes 9 8.18 1 

No IQl 9i.82 18 

Don't know 

Don't remember 10 

Missing data 3 2 

Did you (parent, spouse, doctor) discuss ending 
medication treatment for child with his/her 
teacher? 

Yes - 47; 43.12 

No ; 62 55.88 

Don't reitiember 

ehild hot in school when med. terminated 4 
Missing data 

Did you conduct a physical examination of child 
to determine if the condition was sufficiently 
improved to discontinue medication? 

Yes 13 26.53 

No 36 73.47 

Respondent did not terminate medication 1 

Missing data 18 



28 65.12 
15 34.88 

25 



2 3.51 

53 92.98 

2 3.51 

11 
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Table 5.8(e) 
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Items and Responses 



Parents Teachers Physicians 
(n = ii3) (h = 31) (ri = 68) 

f % f % f % 



42 39.25 18 50.00 

65 50.75 14 38.89 



Did yod try to find a time to end medication 
when child was not under a lot Of pressure (i.e. 
exam time, holidays, when child is upser) or 
that involved a minimum of stress for child? 

Yes 

No 

Don't knov* 

Respbndeint did not end medication 19 
Missing data ^ 

Did you give direct 'Ons to child' s parents 
about the disposal of sneciicatioh when the 
treatment was ended? 
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4 li.ll 



Yes 
No 

Don't remember 

No medication left ^ 

flg 

Missing data 

bid you conduct a post-medication exami nation 
for monitoring long-range side effe; of the 
medication treatment? 



3 8.82 
30 88.24 
1 2.94 



Yes 
No 

Missing data 

If yes* what procedures did you use for the 
examination? 

Neurological tests 



15 27.78 
39 72.22 



1 7.69 



Routine physical ^ ^^-^^ 

tjeurbldgical tests/routine physical 2 15.39 

Other 2 15.39 

^lissing data 2 
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Table 6.1 

Scale Scores for Grand Rapids Parents^ Teachers and Physicians dri the 
iristrumerit Measuring General Attitude Toward Medication for Hyperactive Children 



Parents Teachers Physicians All Samples 

(n ^ 177) (n = 80) (n = 46) (n = 3C3) 





Attitude Score 


f 


% 


f 




f 


f 


% 


f 


% 


0 


= Most favorable 


46 


22.60 


18 


22. 


50 


24 


52;i7 


82 


27.06 


i 




43 


24; 29 


25 


32. 


50 


g 


19.57 


78 


25.74 






47 


25.55 


19 


23, 


75 


5 


10.87 


71 


23.43 


3 




35 


20.34 


14 


17. 


50 


6 


13.04 


56 


18.48 


4 




8 


4.52 


2 


2. 


50 


2 


4.35 


12 


3.96 


5 


= Most opposed 


3 


1.70 


1 


1. 


25 






4 


2; 43 




f. 


1. 


65 


1 


-AS 




0. 


99 


1 


.50 




SB 


1. 


25 


1 


.17 




1. 


26 


1 


.25 



3gi 
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Table 6.2 

Scale Scores for Parents of Children in the 
initiation, Monitoring and Termination Phases on the 
Instrument Measuring General Attitude Toward Medication for Hyperactive Children 



Attitude Score 



initiation Monitoring Termination Untreated 

(n=i2) • (n=42) • (n=113) ^n=15) 

% ^ % - % f % 



.0 = Most favorable 33.33 10 23.81 23 20-91 3 20.00 

1 4 33.33 16 38.10 23 20.91 2 13.33 

2 i 8.33 8 19 . 05 32 29,09 6 40 , 00 

3 2 16.67 8 19.05 24 21.82 2 13-33 

4 i 8-33 - - 5 4.55 2 13.33 

5 = Most cppoi^ea - - - ^ 32.'73~ 

X 1.33 1.33 1.76 1.87 

SD 1.37 1.03 1.28 1.30 
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Table 6.3 

Scale Scores for Kalamazoo Parents on the Instrument 
Measuring General Attitude Toward Medication for Hyperactive Children 



Parents 
(n ^ 39) 



9 
i2 

13 
4 



23.68 
31.58 
34.21 
10.53 



Attitude Score 



0 = Most favorable 

1 

2 

3 

4 

5 = Most opposed 



1.32 
0.96 



X 

SD 
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Table 6.4 



Child's Attitude Tdward Medicatidn 



Grand Rapids 
(ri = 12?) 



Item 



Kalamazoo 
(n = 36) 



Medication is a good thing 
Some good /some bad 
Medication is a bad thing 
Don't know if it is good or bad 
Child unaware 



52 40.6 

21 16.4 
8 6.3 

25 19.6 

22 17.1 



13 36.1 

8 22.2 

i 2.8 

i3 36.1 

i 2.8 



dB4 
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General Attitudes of Grand Rapids Parents, Teachers and Physicians 
Toward Medication for Hyperactive Children 



item 

While the use of medica- 
tion nay be hecessarjf 
for a. small percentage 
of childreni.its use, has 
, become too widespMd_i 

Most doctors are careful 
in prescribing medication 
and they work well for 
hyperactive children. 

There is sO much confu- 
sion about what hyper- 
activity Is that the use 
of medication la ques- 
tionable. 

Not enough is known about 
dangers of medication to 
iiiake it a safe approach. 

It is never proper to use 
medication to tamper with 
the minds of children in 
school. _^ 

For children who need 
them, these medicines 
are almost a iiiirac le. 

It's a shame to let child- 
ren suffer when there are 
medines like these that 
,can help them, 

Medi»;ation is not the 

total solution for the 

hyperactive child j but it 

is a useful and important 

m <S he solution 
ERIC 
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Agree 
f % 



Parents 
(n = 179j 
Disagree Undecided 
I I I X 



IDO 55.67 



m 78.21 



U 35.75 



29 16.20 



113 63.13 



82 45.81 



ILMl 



m 79.33 



160 89.89 



169 im 



59 32.96 



87 48,60 



15 8.38 



10 5.59 



7 3.91 



Agree 

f i 



Teachers 
.(n.=.82) 

Disagree Undecided 
f ^ f ^ 



U 56.10 



50 60.98 



53 64.63 



10 5.59 26 32.10 



30 16.76 



13 7.30 



8 4.49 



7 3.91 



5 2.81 



I e.56 



18 21.95 



53 64.63 



27 32.96 



21 25.61 



25 30.49 



44 54.32 



61 74.39 



19 23.17 



63 76.83 



72 95.06 



9 10.98 



11 13.47 



4 4.f 



U 13.58 



3 3.66 



10 12.20 



12 14.63 



1 1.24 



7 8.53 



3 3.70 



Physicians 
(n = 51) 
Agree Disagree 
f t t I t 



34 68.00 



28 56.00 



19 38.78 



12 24.00 



12 24.00 



17 34.00 



30 61.22 



5 10.42 



33 66.00 



39 82.98 



48 96.00 



37 74.( 



43 89.58 



15 30.00 



4 U 



5_J(Lm 



1 2.( 



2 4. DO 



8 17.02 



2 4.00 
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Table 7.1 

Interviewer Rating of Child's Understanding 
of Medication Used iti Treatment 



Grand Rapids Kalamazoo Total 
(n =106) (n =34 ) (n «140 ) 





f 




%• 


f 






£ 


2 


t 


Much under standing 


53 


50 


.57 


11 


32 


.35 


54 


38. 


.57 


Some understanding 


29 


27 


.36 


16 


47 


.06 


45 


32. 


,14 


Little understanding 


24 


22 


.64 


6 


17 


.65 


30 


21. 


,43 


No understanding 


10 


9 


.43 


1 


2 


,94 


11 


7. 


,86 
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Table 7.2 
ehiid's Report About People 
Who Explained Medication to Ghild 



Graild Rapids Kalamazoo Total 
(n =104) (h = 34) (n =138 ) 

f Z £ %. £ % 



J reported 
conversation 


37 


35.58 


18 


52.94 


55 


39.86 


mversations with: 














Doctor 


26 


19.23 


9 


26.47 


29 


21.01 


Teacher 


1 


6.96 


0 


0.00 


1 


0.72 


Parent 


52 


50. on 


8 


23.53 


60 


43.48 


Nurse 


2 


1.92 


D 


0.00 


2 


1.45 


Other professibhal 


0 


0.00 


1 


2.94 


i 


0,72 


Don' t know 


1 


0.96 


1 


2.94 


2 


1.45 
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Table 7.3 

Child's Perception of Critical 
Incident Leading to Decision to Medicate 





Grand Rapids 
(n « 61 ) 




KalatnazOd 
(n =■ 30) 


< 


xocax 
ti = 91 ) 




f 


%• 


f. 


z. 


f 


% 


No crxticai incident 


15 


24.59 


8 


aid "T 

25 .57 


23 


25.27 


Problems at school 


IS 


24.59 


4 


13.33 


19 


20.88 . 


Problems at home 


9 


14.75 


1 


3.33 


10 


10.99 


Example of others 
taking medicatibh 


2 • 


3.28 


0 


0.00 


2 


2.20 


Learning or behavior 
problem 


5 


a.''o 


6 


20.00 


11 


12.09 


Bad dreams 


i 


±.h' 


b 


0.00 


1 


1.16 


Hurt self 


1 


1.64 


0 


0.00 


1 


1.10 


Check-up 


1 


1.54 


2 


5.67 


3 


3.30 


Other 


6 


0.00 


2 


6.67 


2 


2.20 


Don ' t know 




22.95 


7 


23.33 


21 


23.08 
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Table 7,4 
Child's Perception of VThbse Idea 
It Was to Start Medication 

Grand Rapids Kalamazoo Total 
(n =106) (n = 34) (n = 140) 





f 




f 




t 


f 




% 


Parents 


40 


21 .1^ 


8 


23- 


53 


48 


34 


.29 


Teachers and other 


















school personnel 


6 


5-66 


1 


2, 


94 


7 


5 


,00 


Physician 


56 


52.83 


16 


47, 


06 


72 


51 


.43 


Self 


3 


2.83 


0 


0. 


OD 


3 


2 


.14 


Other family member 


1 


0.94 


0 


0. 


00 


1 


0 


.71 


Other 


1 


0.94 


9 


5. 


88 


3 


2 


.14 


Don' t know 


19 


17,92 


4 


11. 


76 


23 


16 


.43 


Child Guidance Clinic 






3 


8. 


82 


3 


2 


.14 



(Kalamazoo ) 
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Table 7.5 



Child *s Evaluatidh of Medication's Efficacy 



Grand Rapids Kaiamazoo Total 
(n =i67) (n ^-3^f ) (n =i4i ) 

f %• £ X f % 



Helps very much 61 57.01 19 55.88 80 56.74 

:. s some 32 29.91 11 

Doesn't help 14 13.08 2 

Don't know ' 0 G.GO 2 



32.35 


43 


30.50 


5.88 


16 


11.35 


5.88 


2 


±.42 
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Table 7,6 

Child's Assessment About: Effect of Medication 
on Ability to be with Friends 



Grand Rapids Ka L£nr,:\::rb Total 
(n =ie') in - .4 ) (n =141 ) 

f f. f % 



Medication makes It 
more difficult to 

be with friends 21 19,63 10 29,41 31 21.99 

Medication makes it 
easier to be with 

friends 66 61.68 18 52.94 84 59,57 

Medication makes no 

difference 18 16,82 3 8.82 21 14.89 

'^^n*t know 2 1,87 3 8,82 5 3,55 
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Medication on Ab.^.lity to do School Work 



Tabie 1.1 
Child's Assessment of Effrou of 



f %- f. t f % 

Mr -Icacicn makes work 

iore difficult 19 17.76 5 1^.71 24 17;02 

Medication makes work 

easier 60 56.07 22 64.71 82 ^ 

Medication makes 

no difference 19 17.76 1 2.94 20 14,18 

Don't know 9 S,41 6 17.65 15 iO.^^ 



Table 7.8 

(Child's Report of Consequences 

cP Not Taking Medication 



Grand Rapids Kalamazoo Total 
(h -106 ) (n =34 ) (n =130 ) 

f %■ f t f % 



No discernible 

consequences 46 43.40 12 35.29 57 43.85 

Negative psychologl- / 

cal symptoms 19. 17,92 6 17.65 19.23 

Behavior problems - 9 8.49 5 1' 14 ib,77 

Problems au home 4 3.77 0 0.00 4 3.08 

Problems with school 10 9.43 1 2.94 11 8.46 

Problems wich fri riids 3 2.83 0 0.00 3 2.31 

3e.come "hyperaciii . " 6 5.66 - 5 14.71 11 l\ ^6 

Get *'sick" 2 i.89 G O.GO 2 

Feel better 1 0.9^ i 2 . Q4 2 1.54 

Feel different * 1 0.94 0 0.00 1 0.7~ 



OL:-iiBr 3 2.83 2 5 . 88 - 5 3. 



c 
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Table 7.9 

Time and Place of Medicacion as Reported by Child 

































Grand 
(n = 


Papids 
1083 




Kalamazoo 
(n = 34) 






Total 
(n - 142) 






f 


Yes_ 
% 


Don't 
Know 

f 2 


f 


Yes 


Don't 
Know 
f % 


f 


Yes 

Vo 


Don't 
Know 
f % 


In morning before school 


85 


79.63 


5 


4.63 


33 


97.06 


0 


0.00 


119 


83.80 


5 


3.5 


In morning at school 


12 


^1.11 


5 


4.63 


2 


5.88 


d 


d.bd 


±4 


9.86 


5 


3.5 


At lunch time at home 


17 


15.74 


4 


3.70 


8 


23,53 


0 


0.00 


25 


17.61 


4 


2.8 


Ac .'uhchtime at school 


67 






2.78 


26 


76.47 


0 


0.00 




65.49 


3 


2.1 


Rieht after school 


17 




9 


8.33 


17 


50.00 


0 


0,00 


:u 


23.94 


9 


6.3 


Before supper 


8 


7.41 


6 


5.56 


3 


8.82 


0 


0.00 




7.75 


6 


4.2 


After Supper 


9 


8.33 


5 


4.63 


3 


8.82 


0 


0.00 


12 


"..43 


5 


3. 


At n?*:ght 


19 


17. 59 


5 


4.63 




11.76 


0 


0.00 


23 


16.20 


5 


3.5 


Other 


CI 


0.00 


0 


0.00 


4 


11.76 


0 


0.00 


4 


2.82 


0 


O.Oi 
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Table 7. 10 
Child's Report of Others' 
Reactldhs to Their Medication 



(n = 10^ (n =33 ) (n =137 ) 

f % f %- f % 

Other children; 

Say nothing 71 68.27 13 39.39 8^ 61.31 

Ask for information 15 14.42 8 24.24 23 16.79 

Tease 15 14.42 9 27.27 24 17.52 

Other 3 2.88 0 0.00 3 2.19 

Don't know 1 0,96 3 9,09 4 2.92 

0 .1 er chi^.dren: (n ^ 103) (n = 33) (n - 136) 

Treat child 

unfairly 20 x9.42 16 48.48 36 26,47 
Do not treat 

child unfairly 83 80.58 17 51.51 lOG 73.53 

Other chi?dren; fn = 10^) (n = 34^ (n = 138) 

Teasf- 27 25.96 13 33.24 40 31.25 

Do not tease 77 74.04 21 61.7?^ 98 ;1.01 

Sibitngs: (n - 95) ( ^ 30) 123) 

Treat chiid 

unfdirly 6 6.32 3 lu . 00 9 7.20 
Do not traat 

child unfairly ) 93.68 27 9C,00 il6 92.30 

Siblings: (n = 95) (n - 31) (n = 126) 

Tease ii 11.58 4 ^2.^0 ^5 1? . 

Do not tease 84 88.42 27 87.10 111 83.10 
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M-1 



RESPONSES FliDM GHItD INTERViEWS 



Why .g . •' icat :' on Is Ta ket . 

Help-i '.^Lit bett'3r - tamLiy^wise. 

My dad has nerves , my morri has rierves> arid. J bave .nerves . . 
My mon's, dad's are stronger than mine. They still got 'en. 

I 'm kind of of f . 



We take it only when we get mean and evil and your tempera- 
ture goes up, ar)d then you take one to cool you down i 

I'm too annoying. 



Because my friends and my cousins were. I some times I get 
kinda. crazy lookin* and i smash i_nto my head, and the jaws on 
che chair and urn. . . (You fail down?) Yeah, and hurt myself. 

I talked to my pareots and my_ parents told me that I have to 
take them;, but I have an awf ul__lif e , _you know. £ just.go 
around being hyper as an ox. Well, I have ar awful life. I 
go around as hyper as a tornado. 



(Do you change your pills? Do you sometimes take rttore or less?) 

It' not how I'm feeling: it's how, :" I_'m happy^.it's how my 
mcTTi is_ feeling, about how . the Ritalin is helping'me. I'd rather 
not take it. I beteha I'd be just the same. 

(if your mom decides that she thinks maybe^ yoti said that it 
was your mom who decided. i think yau said if she thinks 
your 're r.^ppy, she..) 

She doesn^tgiye me it or doesn ' t give me as much. Like, well, 
if I'm acting good, she doesn't give me as much or doesn't 
even give it to me. 



^(Z J you have any other ideas about why you take the medicine? 
l^/hat problems x>7ere you having?) 

i was fri.^htened a lot i .i kindergar ten . But aj kindergarten 
we went _ _( ) school and, see, they have up to 6th grade. 
And they all_go ou.t at the same .time at recess there . That ' s 
a problem. The 5th .graders are beating up on everybody. . I 
don't meari gbirig.and. threatening. .It's threatening and_ doing 
it whether you did what they wanted you _to do or not. _Even 
if you did what they want, they'd still beat you up. I can 
remember on the monkey bars junpirig on one of them. 
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M-2 

Why Hedica'iibn is Taken (Cont'd) 

(So you can remember vbat you were doing, in kindergarten 
and ( school. Can you remember anything else that you 

were doing when you were taking the rriediizine?) 

Umhinm. I wasn't taking it in kindergarten. 

(I mean why you were taking it. What problems were you hav^ 
iilg when you started the medicine?) 

A l ot -a£ j£i:fihting:- I don 't Irke to remember abo ut--kijcijd.exg.a,r-r 

" EerT Tt was an awful time. I felt like I was in World War 
II . 



(Was there, anything particular that got you started taking 
it... Was there anything that happened?) 

Umhmm, I got.ina lot of fights, I . hadn ' t _been doing my 
work cause I fight better when I'm tired. Cause when somebody 
laakes me angry it just puts back my energy. And I have my 
energy cause I'm all awake. I've been using it up in working 
so I just save it inside when I don't take it. That's how I 
am now. 



(So, they hfiped yet:.. How dtd they help you; did they keep 
you out of trouble?) 

Yea, they kept _me but of trouble arid I didn't speak tr^at much 
sQ^ _ urn, I_cpuldn ' t get_ into like - well, vheri I was on the 
pills if I kept on talkirig, you know, in a really I'd get 
in trouble somati:r.cs and nobody could beat me up csuse they 
hv-.u aever /-'.eard my voice or anything. And if they 'd call me 
a rame I'd just, '^oa know, shrug my shculderSj^ or whatever, 
and call it just later. (You liked being that way better?) 
Ye.?. , C r-hink 



What Happens if Ch il d Forgets to Take Medication 

I just get r_a:?.lly, l act fuririy. I don't krid\7 what's happen- 
ing to me. Like 1 hit people, like I just jump around and 
get my mom mad, you know, like that. 



Attitude Toward- Me^di-c^i-^ .-Ion 



It's a very nice tning: it's a v^ry good thing. Ic' some- 
thing to be proud of: tacause you're a lct__st:ronger than a 
roc of people who are older than you r^re. You're stronger 
than, some of your friends.. I'm the: strongest one bri the: 
block bec<,:use I'm hyperactive. 
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M-3 

Effect of Medication 

(bo othi.:r children ever say anything to you about 'the medicine 
you take?) 

Yes. At school they call '-^^om hyper pills. (Does that bother 
you?) 6niy when they f oo v^Ltnd like , "Ha , Ra , you take 
hyper pills , '\ like that that ^ s the only time it gets me 

really mad. Know what? -. .fia someone S^^^me in trouble^ you 
know., they say, .'Hey, B^^e," and they're gonna be in a fight 
you know, and other people talk :.bout it, you know, and the 
fip-br's gonna be in a . f ew.minutes , they go, "Hey Dave, did 
-•• . .ke your hyper pills''" 

( i ; iys that?) 

- ' • I. think, . you know. And if I said_yea, he s . Sc:y , "Aw 
Si ' You would have tore him apart, if you didn't take 

them." 

(So, they wanna know when there's gonna be a fight, huh?) 

Yea. Becausf: if I have a lot of candy, like loads of it, 
like a ton, and i didn't take ^y pill o-_drink_any water, 
and guess what.. i could tear someone^s arm out of the soc^ 
ket if I wanted to. (You think you really could?) It's only 
an expression of speech. 



(Does it seem harder to be with your friends when you're tak- 
ing the medicine?) 

No. . Ic's never hard to be with friends: All 1 do is walk up 
to them. But it's hard to work with Jt:hem_;_ . i t seems hat 
eyerybrie is watching me. especially when I'm taking y medi- 
cine. You know what I mean? (I think so.) 

(Can you think at)ou.t that question again. Then see Wii't you 
would choose on t'^-.ose answers.) 

Well, if you mean whan I'm in school and i take the Ricaliii, 
you know^ when I'm working, it's hard to be with friends 
because I know.I'd rather do the work than.be with friends, 
because I wc-uldn't just 5tand there and talk. and it feels 
v/eird to do. that. It's hard to do that. It's hard to do that 
in class . Because of you know what ' s gon.ia happen to yov.. 



(When you forget to take your medicine, what happens?) 

When I forget to, well, sometimes I get, you can make me 
aggravated very easily. Ane one time I forgot to have it and 
on purpose , because I knew that this kid wanted to fight, He 
w^=».nted to settle it by fighting me after school . And I told 
my baby si trsr , "Bonnie , I ' m gonna hava a fight with thi^ kic 
firsc^ Than you can giveit to me . " And I didn ' t even wait 
for an answer. i just jumped on my bike and rode off. And I 
came back and won the fight . 
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M-4 

Effect of -Medication (Cont*d) 

(And then yeu ho longer took thera in fourth grade?) 
My mom says she wanted L: qiAit i o-^-ause --.you're too quiet 
and stuffy and I don't wa:,; ou \v:d I don't like you like 
this; (Were you glad that she said that?) No. Because I 
like being quiet. 



May I ask you m question?. (Sure.) Like they said that stuff 
was dangerous because you'd have hallucinations like snakes 
crawling up your legs and stuff? I don't think I've ever 
heard that. 

(Well , they '^ve said a lot of different things and_it ' s . haf d 
Co know what to count on. I really don't knbw_. I don't, 
know much about it myself ... actually, that's what we're do- 
ing this for, is to try and find out more about it so we can..) 
You can ask me all.these questions. all day, and I'll give you 
answers. (Good. You're really helping us; We have a lot of 
people who are ^'elping us, and some people that, really don't 
want to help us, so this is really nice.) I like talking to 
people and getting my feelings but. (Good.) 



Gommunicatioh-with Others Regarding Medication 

(Do grown-ups ever say anything about the medicine?) 
Dr. ( ) and some of the other doctors. (But how about tincles 
aPG friends , relatives?) Sc :.ie times my cousin^i and aunts talk 
CO my mom about it because it's an interesting subject and 
^:hat's the first thing they think about _ because that's the 
w^/y they start a conversation, ^ g interested in some- 

_^_hir*S 1. ? ^^"^y interesting - so my mom's a good con- 

versation star ted^ G^at do they say.) They usually just 
talk aboct I'm nlaying with the relatives mostly. 



(So, that b.elpcJ you in school. Did you ask your teacher or 
you mom or your doctor any quesLicns about being ^iv^n the 
pills.) 

J askcid the doctor why I. ^.-^as oh it and he goes, ''Because you 
have i dis^ajiie," and__I thoiight, you knew, th^ £] • or pox?.^ 
bugs insi.da of nie . ..That's wb^^ I got, and t_ ^ot sr -ed -r:d 
exerythliig else. (Did you tc^ik to your teachir or ya-^r mom?) 
About I':? (Yes) I liight have. I ain't that gr jd cf remem- 
bering, but r ::D:..t].d have. 

(Did you ever c^ik to them about changing ibr^ ^iil.5?) 
One time I said, the first time 1 was taking them^ I said^ 
"I wan J to__go_ or. .something else. I don't lire them^" And' 
he said, "We 11 find some. This isn't the only thing." 
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Teasing and- Sttgmatizing by. Peers 

The notion of stigma can be seen in the chiid^s response to 
the question - (Do you talk to anyone?) ehild responds: 
I kept it a secret. 



)orts that his brothers tease him and say to him, "We don't 
have to take pills like you, fool." 



say, "Ha, ha^ Eric has to have medicine." (This child 
was a 7 year-old boy.) 



So, but like, you know, you. take, it at a drinking fountain, 
and they say, "Oh, I see Bill taking some pills," you know, 
and make fur. y, and say that you're taking drugs and stuff. 
They'd make ^ joke out of it. 



(What did r'.ey say or what did they do when they were teasing 
you about : ^) 

Well, like I don't know how they found out. _ Sojie of them 
found out . you know, that I was supposed to be hyperactive . 
They found out from my sister. They say^ "Joe's hyper," you 
know. It's pretty funny. They think it's funny. They didn't 
really bug me. Sometimes I get mad. 



(Did you brother or your sister or your parents ^^ay anything 
about the medicine you took?) Hmfinun: (And what 'd they 
say do you remember?) 

tike when me and my brother and sister ever get in a. fight, 
they used to say staff like, you know^ "Why dqn^t you take 
one of your pills?" I don't know if they were sayingthis 
cause they're mad, they just want to, you know, hurt my feel- 
ings . 



vDo other children ever say anything to you about the medicine 
you take?) Yes. (What do they say?) I don't want to say it. 

(Do other children treat you unfairly because you cake medica- 
tion?) 

Yea, ^me. (Wliat?) I don't want to say it. Does this go to 
my mom or dad? (No ^) Where does itgo to? (Western Michigan 
University^ WeWe tnll^ed to a lot of other boys and girls 
too, and this is the way we can learn a lot of things about 
how you feel about taking the medicine.) I feel terrible. 
(Do che other chldren ever tease you about taking the medicine?) 

Umhm. . /What do they say or do?) They just say mean things, 
i don't V7ant co say them. 
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Teasing and, atiji^mat tzing^y Peerl^ (Cont ^ d) 

(Do your brothers or sisters or parents ever say Anything?) 
Not usually. 

(Do your brothers ever treat you unfairly because you take the 
medicine?) 

Oh yea! They also get, . . (Wha,t do _ they do?) Some.times they'll 
say /'t>ill freak" and they don't live, very long. _My brother's 
only six and. . . (Oh, thes'^re younger brothers?) . The other 
one's nine. (Do they ever tease you about it?) Yup . (How?) 
Just the way I said, but they* re nice brothers. 



(L. '-'thf^.T vhxldren treat ^-ou unfairly Because you take medica- 
t ) 

Yes. (What c^o they do?). .. Call . me_names , and I don't like that 

because that ' s unfair . What did I do? 

(Do other children ever tease you about it?) 

Yes. (What do they say ?) Well, they say "John is a hyper- 
head" or "You take pills." I_know that. Why would I want to 
be reminded about them? They're stupid. 



Maintenance of Regimen 

Sometimes when I didn't want uo cake. them,, like at school, I'd 
throw chMn away, arid not let my mom know" about it. . 



(Do you sometimes take more or less m». dici.ne wheri you're feel- 
ing a certain way - or when you're about to go somewhere or do 

sometaitig?) 

Well, arLUally, I've got to take tny pills when I go someplace 
like to a relative 's or camping , because I've gotta act my best 
so I won't: get my dad mad when he's driving. 

(While you were taking tb'^^se, did you take them every day?) 
Umhmm. Every day. 

(And were thero ahv a y:^u didn't take the pill? You 

mentioned one time . forgot to. Were there any other 

times when you didn ^ . *• maybe skipped a day?) 
Nc, wait a minute^ I was late one time and hadn't had time to 
i:aL:2 my pill before i went to school. . .and the teacher, oh, 
i got SO:; (They could teli^ huh? Okay, .:ime to go and get 
your pill and come back upstairs.) 

(But most of the time you remembered prettv well:) Yea; 
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Teasing and Stiginatizihg by Peers (Gont'd) 

(Did you take it on weekends, Saturday arid Suriday?) 
Yea, I had to take thetn all the time. 
^Every morning arid..?) 
Every morning and aftefrioori. 

(Even when you went home for Christmas vacation?) Yea. 

(And duririg the summer vacation, too... and probably during 
Easter vacatiori also?) Yea. 

(Every morning you'd get up and take it either before or after- 
breakfast?) 

Yea._ It*s like you got a routine like when I get home, I gotta 
watch t.v, I kridw it's on. (part of your routine, right?) 
Yea^ _ so I, you know, I wake up and my mom smiles, and I say, 
'/I/ll be_ right back, mom, : and I go and finish. (Yea, I think 
I know what you mean. Get into a routine and you don't forget 
too often.) Umhmm. 



(In what way does it help you?) 

Well, if, like after. it's_at the tip of my tongue^ Urn, when 
like I have something to eat, ilke^ and I have to take that 
medicine because sometimes it doesn * t really do that. Like if 
I have food^ and I don't have the pills ,_ I ' 11 like.act sort of 
funny. 1^11 _get hyperactive.. And if I have some foods that I 
can't have, I'll get hyperactive, too. 

(So^ you think the medicine is helping you? Do you know it 
helps you when you're hyperactive?) Yes. 

(Do you think it has something to do with your food?) 

Well, if 1 have somethirig that^s off my diet, I'll get hyper- 
active. and_ if I dori't get hyperactive yet, like I just had 
some chocolate cookies ,_ and I was. allergic. to them, _I'd dririk 
a lot of water to dissolve it. Then I'd, like, barf, and then 
that would get rid of it. 



Miscellaneous 

(But the pills were changed. Whose idea was that?) 

The doctor's. _ He werit up there to a riew field, and I think it 
was because of money. The brand new" ones cost more. 
(You think he wanted more money?) 

The money. Because they was building some more things in the 
hospital; 

(Who didyou ever talk to about changing the pills or going 
on to something else?) 

Hy mom. 
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Mi s c e i i anebus (Cont^d) 

(What did she say about that?) 

She said , '*This is the best thing in the world; we'll see 
what we can know." 

(Did you ever talk to any of them about stopping the pills?) 

No, because I hadn't ever really thought of it, 

(Whose idea was it to stop the medication?) 

My mom. And the doctor decided, well, if you want coffee, 
there ain't no pills, and it don't cost that much. 

(And he agreed?) ' Yea. 
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Appendix N 



Chapter Nine Tables 
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Table 9.2 

Bistribation of index of Agreement by Dyads 
Parent /Teacher (n = 92), Parent /Physician (n = 125) arid Teacher/Physician (ri = 72) 



Parent /Teacher Parent /Physician Teacher /Physician 



Index Scores 


f 


% 


f 


% 


f 


% 


80- 84 


CI 


0 


0 


0 


0 


0 


85- 89 


i 


i 


0 


0 


0 


0 


90- 94 


0 




d 


e 


2 


3 


95- 99 


b 


b 


d 


d 


1 


1 


100^104 


1 


1 


2 


2 


2 


3 


105-109 


2 


2 


3 


2 


4 


6 


110-114 


1 


i 


4 


3 


0 


0 


115-119 


5 


5 


8 


6 


4 


6 


120-124 


4 


4 


8 


6 


2 


3 


125-129 


_ 7 
• 


8 


7 


6 


9 


13 


130-134 


5 


5 


7 


6 


3 


4 


135-139 


7 


8 


10 


8 


9 


13 


140-144 


4 


4 


7 


6 


11 


15 


145-149 


12 


i3 


i3 


id 


3 


4 


150-154 


10 


II 


16 


13 


5 


7 


155-159 


6 


7 


12 


id 


2 


3 


160-164 


7 


8 


5 


4 


' 5 


7 


165-169 


5 


5 


8 


6 


2 


3 


170-174 


3 


3 


7 


6 


d 


d 


175-179 


4 


4 


2 


2 


6 


8 


180-184 


3 


3 


2 


2 


e 


0 


185-189 


i 


i 


2 


2 


i 


i 


190-194 


I 


I 


I 


1 


0 


0 


195-199 


2 


2 


i 


i 


i 


i 


200-204 


i 


i 


6 


d 


d 


d 




147 


.9 


144.6 


140.0 
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